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EXECUTIVE SUMMARY
Overview

1. UK patients can choose from a wide range of aviglakalthcare options: at
every step of the patient journey, they are facéd & highly competitive landscape.
They can choose between NHS care (free at the mdirdelivery) and private
healthcare provision. They can choose betweererdiit consultants, competing
hospital providers and competing insurers to reirsdtheir medical costs.

2. Spire HealthcareSpire) supports the Competition Commission&J) goal of
ensuring that the UK private healthcarBH( sector functions competitively.
Consumers benefit from competition among consudtaRH providers RHPs) and
private medical insurer®MIs) through:

(@) access to an ever increasing quality and range eofices offered by
consultants, PHPs, the National Health Servidel$), NHS private patient
units PPUs) and PMIs;

(b) better clinical outcomes and improved patient eigoee;

(c) ongoing improvements in the value for money of pidd/services for both
insured and self-pay consumers; and

(d) ultimately, a competitive PH environment as anraliéve to the NHS.
Promotion of patients’ interests

3. The crucial point is to view private healthcarenirdahe perspective of the
ultimate consumer, who is of course the patientefivar PMI or self-pay). A PH

sector that promotes patient interests (througlesscéo information and improving
quality, service, price and choice) will also bethe interest of the supplier groups.
As consumer benefits increase, more consumerskatyg to decide to participate in

the private healthcare sector, which will have difeenefits for the sector itself, as
well as indirect benefits for the NHS through reiigy the pressure on it at a time of
static or declining funding.

Fully informed consent

4. The interests of patients will be best served bsueng that at the start, and
then at all following stages, of the PH treatmerdcpss they are given complete
information about all aspects of their treatmenttlsat they can give fully informed

consent. This is particularly so for financial esfs of the service, where Spire
believes adoption of “informed financial consentwd benefit patients.

5. For PMI patients, this would mean:

(@) at the point of taking out PMI cover, provisionabéarer information about the
extent of cover and any excess, including covermfdpatient and diagnostic
services;

(b) at the point of selecting a consultant and a PHlitigcdnformation about the
guality of the available consultants and facilitissluding information about
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clinical outcomes (e.g. infection rates, readmissitates) and patient
satisfaction scores;

(c) for any outpatient diagnostics, provision of cleandormation about the cost
of the services, whether they are covered by thienqtas PMI policy, whether
the patient can pay an additional amount (refetoeglther as a “shortfall” or a
“top-up” payment) to attend a different facility dior have a different
diagnostic procedure, and the likely amount of aough shortfall/top-up
payment;

(d) when making the decision of which consultant to &tethe first referral, clear
information about the cost of the initial consutiat whether it is covered by a
PMI policy, whether the patient can pay a top-up te see a different
consultant, and the likely amount of any such salitop-up payment; and

(e) when making the decision to undergo a procedueay ¢chformation about the
cost of the procedure (including surgeon, anaesttaatd facilities), whether it
is covered by the policy, and whether the patieart pay a top-up fee to
change the surgeon, consultant or facility.

6. Similarly, for self-pay patients, this would inckigrovision of:

(@) at the point of selecting a consultant and a PHlitigcdnformation about the
guality of the available consultants and facilitissluding information about
clinical outcomes (e.g. infection rates, readmissitates) and patient
satisfaction scores;

(b)  for any outpatient diagnostics, clear informatitwoat the cost of the services;

(c) prior to an initial consultation, clear informati@bout the cost of the initial
consultation and the indicative cost of the procedwand

(d) when deciding to undergo a procedure, clear inftionaabout the cost of the
procedure and the services covered by a package firicluding the fees
associated with the surgeon, the anaesthetisthanicilities).

7. Spire summarises below its comments on the sevesilpge Theories of Harm
identified by the CC.

Market power of hospital operators in certain localareas

8. In each local market, Spire hospitals are constthiny one or more of the
following: existing competition from other PHPs, B¥ and the NHS; potential
competition from other PHPs, PPUs and the NHS; thedbuyer power of PMIs.
Even if hospital operators in theory had a degre®aal market power in certain
local areas, such market power would only give tigean adverse effect on
competition if that market power resulted in eitteer both a failure to improve
quality, range and availability of service sufficily quickly or uncompetitive pricing.
None of those outcomes is present in this casausec

(@) there is extensive evidence of dynamic competibetween the PH sector
participants. Spire has invested substantiallysirhospitals to offer new and
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more complex procedures to serve patients bettgrpaovide a competitive
alternative to that of other PHPs and free NHSisesv Traditional hospitals
face competition from an increasingly wide range different types of
facilities (including single service providers),datinere is a growing trend for
PHPs to establish satellite consulting rooms terxtheir catchment areas;

(b)  the NHS, through both its public and private healtl provision, provides a
genuine and material alternative to private healthcoffering an alternative
choice for patients at every step along the patmathway and, therefore,
imposes a very significant competitive constraint tbe PHPs. As noted
above, PHPs must distinguish themselves from thé& NiHorder to attract
patients; and indeed Spire has invested substgrttadlo so;

(c) there is an acknowledged overcapacity in the PHRosewhich acts to
constrain pricing both for PMI and self-pay patgent

(d) PMiIs can and do constrain PHPs due to their sutistéuyer power; they can
(and do) steer patients between different facdiffemcluding the NHS) and
consultants; they can (and do) delist one or méra major PHP’s hospitals
and/or consultants that practice at those hospdals they have the ability and
incentive to sponsor entry and growth by PHPs; and

(e) concentration may beausedby effective dynamic competition where PHPs
introduce new services not offered currently byirthevals and/or where
hospitals offering the best patient service gamhighest local market share.

Market power of consultants or consultant groups inocal areas

9. The CC will need to consider whether there are mgod quality benefits that

accrue to the consumer (e.g. cover in the evenabsience or emergency) from
consultant groupings, which may outweigh any paaénnhpact of such groupings on
competition.

10. There may also be an argument that such groupiogssa countervailing
bargaining power to PMIs. This may benefit paseby preventing PMIs from
suppressing consultant fee levels below competlavels (for example through fee
schedules that may provide an inadequate levebwipensation), which could affect
incentives to innovate and/or consultant entry.

Market power of private hospital operators during national negotiations with
insurers

11. In dealings with the PMIs, the PHPs face a greateicentration than their
own, including two very large PMI companies uponickhSpire relies heavily to
ensure its hospitals are economically viable. e €C has notédthe four largest
PMIs account for 87% of premium revenue; the twgdat PMIs (Bupa and AXA-
PPP) account for 66% of premium revenue. PMiIsadile to use their bargaining
power in a variety of ways to influence the patieathway:

! Issues Statement, paragraph 13.
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(@) in particular by setting the location, timing angé of treatment, and the
identity of the person giving the treatment;

(b) by de-listing PH hospitals from their networks (uding so called “solus”
facilities); this is a significant threat to PH piders, who rely on a small
number of PMIs for the majority of their revenuasd

(c) agreements between PHPs and PMIs are enablingactstinly, and do not
guarantee any volumes. Having gained access tdlanetwork, a PH
provider cannot take patient referrals for granteatients may choose to use
other facilities and PMIs may, in fact, steer patseto different hospitals and
consultants, in the private sector and in the NHSBHPs must, therefore,
continue to compete to attract and retain high iguaonsultants and to
differentiate their hospitals both from other PHP&Us and from the NHS
alternative.

12. PMis have a number of contact points in this medaiecle, and so can
determine:

(@) the premiums for, and coverage of, policies;
(b) how and when insured patients can claim;

(c) the pre-authorisation required and, the PHPs andultants to which insured
patients have access; and

(d) how much insured patients are reimbursed.

13.  This allows certain PMIs to use a humber of techggto contain the costs of
treatment, for example through the use of “managped”, consultant fee reductions
and other initiatives. To the extent that thisulssin the PMIs offering lower premia
(leading to growth in the number of PMI patients)s should be a positive thing for
the sector as a whole.

14. PMis can use their bargaining power to facilitatenpetition among PHPs,
and between PHPs and the NHS. Spire is concehosegver, that PMI attempts to
control costs do not always serve the patient’s inésrest.

15. In particular, as the OFT noted, the PMIs have tatb@a range of tools to
engage their bargaining power in the sector, mdnyhich have themselves distorted
competition, for example by restricting patientbilidy to pay top-up fees to access
their preferred PH facility and consultant. Spiedieves strongly that patient choice
is paramount in this market and should not be édiby PMIs. Spire considers that
other approaches (for example the ability for dgmatto pay top-up fees combined
with more information on the options available) Wwbbe more suitable and achieve
an equal if not better outcome, and certainly or@enin the control of the PMI
patient.

16. In addition to the stated seven Theories of Hasrtha CC notes there is the
risk that insurers may have a degree of buyer pawer hospital operators, such that
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insurers may exert too much pressure on the paiktp the hospital operatdrSuch

a situation could adversely affect competition gratient care, for example, by
reducing investment in facilities and equipmentpoivate healthcare providers and
reducing the scope of services offered. Furtheemas noted by the CC, if the
market for private medical insurance is not contpreti lower prices paid by PMiIs to

healthcare providers may not be passed on fullpuehasers of insurance through
lower premiums. Spire believes the issue of bypmwrer of insurers over hospital

operators, which is in Spire’s view the day to deglity of the sector, is one that does
indeed merit further investigation by the CC.

Buyer power of insurers in respect of individual casultants

17. The PHPs do not set consultants’ fee levels. dtargs set their fees
independently. PMI companies have significant iefice over consultant fee levels,
with Bupa'’s reimbursement rates generally viewethasndustry benchmark.

18. The CC may wish to consider whether unilaterallypa®sed fee cuts by Bupa
(achieved apparently by virtue of its market powewhen taken together with
increases in consultants’ costs of doing businsgsh( as the rapidly rising cost of
private medical indemnity) have impacted — or ahestage will impact — adversely
on the supply of consultants willing to treat patgeprivately.

19.  Spire agrees with the CC’s vidwhat there appears to be a risk of patients
being directed to cheaper rather than better ctares| or to consultants perceived to
have lower intervention rates, due to informatieyrametries between patients and
PMils.

Barriers to entry

20.  Any market (such as private healthcare) which megusignificant committed
capital expenditure to enter has by its nature sioimilt barriers to entry. However,
the extent and impact of any such obstacles has tesrstated by the OFT: indeed,
the suggestion that there are excessive barriezatty is inconsistent with the extent
of observable new entry, facility expansion, anise expansion.

21. The OFT also suggested other potential barriemntoy such as “one in, all
in” contracts and restrictions on PMI network remitign. Spire emphasises that “one
in, all in” contracts in practice benefit PMIs dsy do not (at least in the case of
Spire) prevent rival hospitals being recognisedPdfl networks. Spire believes that
the PH market would work best if all PH facilitiegere recognised by all PMI
companies and thus could compete for patients enbtsis of quality and price.
Spire, therefore, does not support the developmokréstricted networks which limit
recognition of new PH facilities and limit patienability to choose between facilities
(for example through preventing the payment of uppfees to attend a different
facility).

2 Issues Statement, paragraph 34.

% Issues Statement, paragraph 53.
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22.  Any incentives that have the effect of influenciognsultants to use one
facility over another for a non-patient centred sma should be restricted or
controlled, unless there is an attached benefah(&s the provision of new facilities
or equipment) (i) which benefits consumers/patiearid (ii) which, because of its
cost, is unlikely to be provided without reasonaédsurance that there is sufficient
demand for that facility or equipment. Even ingbeircumstances, any benefits must
be structured so that they would not prevent a wterst from referring a patient to a
different facility where it would be in the patiéntlinical best interests to do so.

23.  Spire would also suggest that the CC consider vendtie fee caps imposed
on consultants, and the special contracts imposegew consultants by some PMIs,
may amount to a barrier to entry for consultants.

24.  GPs should never be incentivised, directly or iecliy, by PHPs, PMIs or
consultants for referrals.

Provision of information about Private Healthcare Roviders and Consultants

25.  The route to private healthcare treatment for Bi¥H and self-pay patients is
usually through health professionals (usually tlis €metimes the consultant). GPs
are the community gatekeepers: they know the patiaat in their best interests and
will be aware of consultant outcomes in terms digoa experience. The patient may
understandably be the least well informed from @uncational point of view about his
or her ailment and the appropriate treatment. ®higsously cannot be remedied.

26. However, there are two areas where the patienterasts in dealing with
healthcare professionals can be better safeguarded:

(@) availability of quality and price information on P and consultants; and

(b) ensuring that healthcare professionals have nabotuperceived conflict of
interest in recommending a particular course ddtinent and/or a particular
facility for that treatment, so that such a recomdaion is made purely on
medical grounds.

27. In order to give patients the best available infation at the point of deciding
on facility, consultant or clinician (i.e., havirige best-informed field of vision, in
conjunction with advice from their GP, to decide luealthcare) and to ensure that
patients have genuine choice at all decision popatents (and their GPs) need both
quality and price information from PHPs and from IBM

28. As Spire has previously explained, the currentlailable information on
quality and costs of PHPs aims to facilitate contipet at the point of facility
selection. This could be enhanced. The larger PR currently spending
significant time, effort and expense on a projectrtake a considerable amount of
information available to consultants, GPs and p&ieand have made significant
progress towards setting up such a system (theemellProject, which is being
renamed the Private Health Information Network HiNP).

29.  The industry-funded PHIN project will make signér cross-industry quality

data on a wide variety of indicators available tdignts, GPs and PMis. While
significant progress has been made in the collectiod publication of information
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about the quality of PH facilities, further progsesould be made in this area and
would be beneficial to patients. Work on this pabjhas recently been accelerated.

30. Patients also face an information gap with resped¢he cost of PH services
versus the coverage provided by PMI policies. &pielieves that patients require
additional clear and timely information from PMIsoaut:

(@) the coverage provided by PMI policies;

(b) coverage limits and the current status of the ptsieexpenditures against
those limits; and

(c) the likelihood and amount of any shortfall.

31. The provision of such information by PMIs would ifaate patient choice of
the appropriate PHP and consultant, and the patxperience in terms of
anticipation of the financial consequences of hiker choice.

32.  With respect to consultants, the customer may dengination of patient and
advising/recommending GP. Either way, the keyassuhe nature and extent of the
information that consultants should provide, andvhbat information should be
communicated and accessed. More accessible ahtkugslity and cost information
would support patients’ reaching informed financiatisions.

33.  As suggested by the OFT, the Royal Colleges ar@dh€ are well-placed to

manage the process of providing additional inforamabout consultants. These
specialist bodies are already charged with momprand regulating consultant
performance, collecting relevant information in gtepe of consultant accreditation
exercises, and have the expertise required to peodedible and useful assessments.

Vertical effects

34. The CC should consider whether vertical integratiothe private healthcare
sector results in either customer foreclosure putrioreclosure.
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1. INTRODUCTION

1.1  This submission by Spire responds to the Issudsr8&at published by the CC on
22 June 2012.

1.2  The submission is structured as follows:

(@) Section 2summarises the history of Spire and its approagbatient care. These
matters, including a description of Spire’s expansand investment programme,
are more fully described dppendices A, B and G

(b)  Section 3provides an overview of the UK healthcare market @entifies the key
themes relevant to sector competition. These aoeenfully described in
Appendices D and E

(© Section 4sets out Spire’s position on each of the individUlaeories of Harm
developed in the CC’s Issues Statement; and

(d) Section 5provides Spire’s concluding remarks.

1.3  This submission is confidential, as it contains owercially sensitive information
and business secrets, the publication or disclosuvehich would significantly harm the
legitimate business interests of Spire and itsctimed indirect subsidiaries and affiliates.

2. SPIRE STRATEGY

2.1  Spire is a dedicated provider of quality privatalbiecare PH) services in the UK
healthcare market. The history and developmeBipate is described iAppendix A.

2.2 Spire’s mission is to be the best private providequality healthcare in the UK.
Spire’s success in the UK healthcare sector depamadfering patients the best quality of
clinical care and patient service at competitiviegs. Customer satisfaction is crucial to
Spire’s success, whether that be from patients, @Res or the consultants who treat them
in Spire facilities. Spire’s strategy has therefbeen to focus on delivering outstanding
patient outcomes. Spire seeks to distinguish rigggsition from that of the NHS and
other PH providersRHPs) by providing an individual and higher quality @ee to
patients. Spire therefore focuses on investmenfamilities, consultants, staff and
infrastructure to provide superior quality, accessl choice. To this end, Spire has
improved the quality and efficiency of its genesairgery and orthopaedics offerings,
while at the same time developing and expandingagsbilities in areas of higher acuity
such as cardiothoracic surgery, cancer treatmemisiosurgery and bariatric services.
Spire also has focused on broadening its consultas#, in order to provide a wider range
of choice and better options for patients.

@ <1

* Including its acquisition of the Classics hosigita.ondon Fertility Centre and Spire Thames Valley

Hospital.
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2.3 Further details of Spire’s investment in its fa@s and expansion are provided in
Appendix B. Investment in the Spire estate is planned toicoet Details of Spire’s
anticipated investment in its hospitals in the rfexdncial year are included yppendix

C.

2.4  Spire hospitals adhere to a common governance fwankeand a common
objective of clinical excellence. However, an intpot element of Spire’s strategy is also
to ensure that hospital directors have local autoneo drive decision-making and to
engage with their local communities, so that thewy ¢ailor their hospital’'s services
accordingly.

3. PRIVATE HEALTHCARE IN THE UK

3.1 UK patients can choose from a wide range of aviglhbalthcare options at every
step of the patient journey, they are faced withghly competitive landscape and a range
of choices. They can choose between:

(@) competing insurers (to reimburse their medical)pst

(b) NHS care (free at the point of delivery) or privatalthcare provision (from either
PHPs or PPUs);

(© different consultants; and
(d) competing hospital providers.

3.2 At each critical step in this journey, patients ¢@nsteered by GPs, consultants or
PMiIs to use the NHS or rival PHPs. To securelasgin the patient’s field of vision at
each decision point, Spire must therefore provigatsent with a more attractive offering
than that represented by the NHS or its PH congostit

3.3  Spire competes in a vibrant and dynamic marketplac¢he provision of private
healthcare. Participants are constantly evolvieyy and innovative services to capture a
greater share of what has been, at best, a stagt of demand. There is a wide variation
in the ranges of treatments offered by differentvgie hospitals, which is greatly
influenced by the local NHS facilities. There akso marked changes in treatment
specialisation and the prevalence of smaller feesli PHPs cannot afford to stand still if
they want to continue to differentiate themselwesnfthe NHS and the increasing threat
posed by NHS private patient unii2RUs).

3.4 There are a number of strong competitors forpiteevision of PH services in the
UK. The largest provider is General Healthcareuprovith approximately 25% of UK
acute beds for the provision of PH services. Osliganificant competitors to Spire include
Nuffield Health (13%), the NHS private provisionlfs), Ramsay Healthcare (9%) and
HCA (7%). There are also a number of smaller dpesawith less than 5%, including the
London Clinic, St John & Elizabeth, Aspen, Benendew HMT. Furthermore, Spire
faces significant competition from limited or siagtervice line providers such as the
Bridgewater Hospital, the Birmingham Clinic, therder Centre, etc. These are providers
that generally focus on one basic service for whigy aim to achieve high volume with
a low price.
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3.5 In addition to alternative PH providers, the NH$istttutes a significant constraint
on Spire’s business. Indeed, PH spend constitutessy small percentage of the overall
provision of healthcare in the UK. The rest is mag by the NHS, which is a provider of
the same basic service, but importantly at no chéogthe patient. The self-pay patient
must therefore make a choice between a free sepro@ded by the NHS or a paid
service provided by a PH provider. The companyiralividual covered by PMI
essentially makes the same choice when decidiogttéor insurance.

3.6  Even once an individual is covered by insurancepidviders are still competing
with the NHS:

(@ the NHS is always a free alternative to the PHisesvoffered by Spire;

(b) insurance may not cover the full cost of treatmksacing patients to use the NHS
to avoid a shortfall. In addition, patients mayrekictant to use up part of their
coverage where their policy includes a maximum beireement level;

(c) PMIs encourage their members to use free NHS ssrvather than to claim under
their policies for the services of PH providers;

(d) insured patients are often unaware that they anarea for PH provision and GPs
do not systematically ask patients when considenmnadking a referral. Insured
patients therefore often end up using NHS senbgegefault; and

(e) NHS PPUs compete directly for private patients.eSehPPUs have operational
and financial advantages over other PH providers.

3.7 As the CC notes the interactions between the NHS and the prisaigtor are
numerous and varied. One area not mentioned insthees Statement is that entry by a
patient into the private healthcare pathway is Ugudetermined by an NHS
employee/contractor — the GP. NHS conduct inflesrall aspects of private healthcare,
from constraints put on consultants’ availabilibylbcation of and treatment provided by
NHS hospitals. It is obvious to Spire (and no doaltthe PHPs), and evidenced by
countless internal management reports, that tiseadso a direct relationship between the
national, regional or local strength of the NHSnireime to time, and the numbers of
patients seeking private healthcare.

3.8  Further detail on the overall structure of privhtalthcare provision in the UK is
provided inAppendix D. Appendix E explains the various patient pathways into a Spire
facility.

4, SPIRECOMMENTS ONTHE CC'S THEORIES OF HARM
l. M ARKET POWER OF HOSPITAL OPERATORS IN LOCAL M ARKETS

4.1  Spire understands that the CC plans to examinehehétospital operators may
have market power with respect to patients in paldr geographic areas. As suggested

> |ssues Statement, paragraph 14.
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by the CC, even if the market for PH provision warghly concentrated, that level of
concentration would only adversely affect competitif it resulted in reduced innovation,
limited availability of treatment, increased cast,reduced value and quality of available
PH.

4.2 Even in areas where there appears to be only omat@rhospital, there is
significant competition fronf:

(@) PHPs (PHPs outside any given local area may adedrtithe area, open satellite
clinics in the area, or be potential entrants ®alea);

(b) The NHS (patients can access private care throghi\NHS, and can switch to
publicly funded care through the NHS at most pointihe patient pathway);

(© PPUs (competition from PPUs is expected to incréalé®wving the recent lifting
of the NHS revenue cap); and

(d) Increasing competition from “single line” and otradternative facilities (this is a
growth area, increasingly recognised by PMIs).

4.3  This competition has resulted in a market charagdrby innovation, increasing
availability of treatment, and increasing value gudlity of available private healthcare.

4.4  As noted by the CC in its Issues Statement, thaitieh of relevant geographic
markets in private healthcare provision is compdexd may vary both with the local
environment and across specialties or types ofnirerat. The definition of the relevant
geographic market must affect any assessment alf toncentration.

4.5 For the avoidance of doubt, Spire sees no sigmfidéference in the application
of the arguments below to the PMI and the selfgeyment of private healthcare.

Private healthcare providers face extensive locabmpetition

4.6 Private healthcare providers face competition Boiim the NHS and from other
providers in the PH sector (including PPUs andriadtive suppliers such as out-patient
clinics).

4.7  PH providers are extending their reach into new geographic areas. There is a
growing trend for PH providers to establish saellconsulting rooms outside their
traditional catchment areas. Such facilities anextend the reach of a hospital, and also
facilitate access to a broader range of competangices for patients in the area of the

®  As described below iSection 4(lll), many of these conditions of competition are aéfdcby PMI

action. For instance, PMIs are able to alter rafgpatterns (through open referral programs), and
encourage patients to use the NHS by offering oasintives.
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satellite facility’ PH providers also frequently engage in advedisind other outreach
efforts to reach patients in a broader geograptea.a

4.8 The NHS is a significant competitor to private healthcare providersin all local
areas. As noted above, PH provision in the UK cannot besatered in isolation from the
NHS. There is extensive (and intensive) competititeraction between the two.

€)) Patients can and do choose between private andddkSat a number of points in
the patient pathway:

() Initially, patients consider whether they may waeaattcess to private
healthcare and make a financial risk managemensidacthey can either
take the risk that they will need to obtain treattn@nd pay the full cost at
the time of treatment, or take steps to offset thsit by purchasing
insurance that will cover some or all of the cddreatment;

(i) At the point of seeking treatment, patients chdossccess either NHS care
free at the point of delivery, or private care whinay be funded by a PMI,
the patient themselves, or some combination oftih@ Local NHS
availability (and incentives from PMIs to use thel$) may affect patient
decisions at both these points; and

(i) Patients may also switch between private and pwlalie during the course
of treatment. For example, a patient who knowd thgrivate hospital
participates in the NHS choose and book scheme chagk the NHS
waiting times and choose to access that privatgitadgand, in fact, the
same consultant) funded by the NHS. In that sdoatthe NHS is
simultaneously acting as a competitor and a custamehe PHP. A
patient who has elected to seek private treatmremt & PH provider may
switch to the NHS when they realise that they amning low on PMI
coverage. Indeed, PMIs will sometimes advise gdiglders that the NHS
could be an alternative source of care, or evervigeo patients with
financial incentives to seek treatment throughNiS 2 Finally, a patient
initially admitted to the NHS (for example, througA&E) may
subsequently decide to switch to a PH provider.

(b)  When a patient is choosing whether to seek prigatdHS treatment, there are a
range of factors that impact on that decision:

" For example, BMI's Midlands Orthopaedic Practiees a satellite base in Sutton Coldfield, but syrge

is conducted in Birmingham. Similarly, the Spiretkley Hospital in Leeds has set up a satellita@ccli
in Barnsley[ <].

For example, Bupa offers a no claims discountsmembers (see: www.bupa.co.uk/uk-products/
excel/pid/14581) and offers a cash benefit for agight a customer who is eligible to claim in-patie
cancer care on their Bupa policy receives in-patisatment provided free by the NHS. A similar
benefit is provided for out-patient, day-patiendamome treatment for chemotherapy or a surgical
operation where these are obtained free throughH®S.
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(i) Many patients with PMI elect to use the NHS forafwcial reasons
including avoiding the loss of their no claims disnt, avoiding erosion of
fixed annual benefits (usually outpatient related)n order to qualify for a
cash payment;

(i) GPs can, and do, direct PMI patients to the NHSthdr deliberately by
recommending treatment in the NHS or by omissiofeiling to consider
whether a patient has PMI,

(i) NHS waiting times and perceptions of NHS qualitwédnaa significant
effect on PH demand: where the quality of the serdffered by the NHS
is perceived by patients as more comparable tajtiadity of the service
offered by PH providers, patients may see no retsopt for (and pay for)
private care; and

(iv) The location of the NHS is almost always equallpvamient for patients
seeking PH because consultants offering privatatrtrent typically also
work in a nearby NHS hospital.

(c) Accordingly, in order to attract private patierdsPH provider must continuously
seek to differentiate itself from the relevant Nig®vision in the eyes of both
patients and GPs. PH providers seek to do thisiious ways"

(i) by surpassing the quality of the local NHS faahti(which is important
both for attracting patients and for persuadingsattants who will attract
and recommend a hospital to patients);

(i) offering a superior patient experience (includingpexior levels of
customer service, private rooms, convenient cakipgrand flexible
visiting times);

(i) offering procedures that the local NHS does not \{aif only offer
reluctantly — such as procedures that are ratibyetie NHSJ®;

(iv) having a shorter waiting list;
(v) offering choice of appointment and operating time;
(vi) guaranteeing treatment by a consultant ratheratjanior doctor; and

(vii) offering the consultant and procedure of the p&serhoice (for example,
a PH facility may invest in specialist cardiac guuent to allow it to begin
offering more complex cardiac procedur¢3<].

See: www.spirehealthcare.com/Patient-Informatmy-go-private/.

19 For example, many NHS Trusts restrict access razquures such as tonsillectomy for recurrent

bacterial infections, haemorrhoidectomy, herniaange@mnd cataract surgery for patients not meetitg
standards of visual impairment.
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4.9 PPUs represent a significant and growing competitive presence. Currently, the
amount of income that NHS Trusts can generate foonate patients is strictly limited.
This private revenue cap, however, is being in@eéds 49%, significantly increasing the
scope for Trusts to engage in private provision.

(@) PPUs (and other NHS private care) already reprabkerfourth largest provider of
private acute healthcare in the UK. As the privateenue cap increases, this share
is likely to grow.

(b) NHS PPUs have a unique position as private prosidéeir close connection to,
and (generally) co-location with, NHS facilitiesopide them with access to
established facilities, such as imaging suitesmatginal cost, and a lack of
commercial risk since the NHS can easily switchlifees between public and
private provision.

(© PPUs have benefited from recognition by PMIs, aies to the exclusion of
hospitals operated by other PH providers. For gtenfor several years, AXA
PPP included the Frimley Park PPU in its networkhi exclusion of the Classic
(now Spire) hospital located nearby at Clare Pafkso, when Bupa de-listed a
number of BMI hospitals in 2011, the schedule apmsed alternative competing
hospitals that it sent to its customers includémr@ge number of PPUs.

(d) It is also worth noting that the operation of NHBU3 provides new entrants to the
UK with an opportunity to gain a foothold in the ket [3<].

4.10 Questions of concentration (and entry) must be understood against the
background of a rapidly changing and dynamic UK healthcare sector. This Theory of
Harm cannot be considered by the CC without anesggtion of the changing nature of
the UK healthcare sector, and the impact of theseges locally. Patients can now elect
to seek treatment either at traditional hospitalfr@am a wide range of different types of
facilities:

(@  Across all healthcare facilities, both private &S, there is an ongoing trend
towards reduced in-patient treatmé&htThis has been driven primarily by clinical
developments which have reduced the invasivenessmahy procedures.
Procedures that were previously performed on apatrent basis can now be
performed on an out-patient or day-patient basisulting in procedures moving
out of hospitals to clinics or other out-patientifities, opening up bed capacity in
healthcare facilities. This has resulted in theggance of new PH providers who
may elect to provide relatively profitable high uole procedures without offering
a comprehensive service or a comprehensive padkaogtients and insurers, but
who have nonetheless secured PMI recognition.

' See Laing & Buisson at p.145. The day case sbhtetal day case and inpatient activity in the

independent sector grew from 51% in 1997/8 to 683%009.

12 For example, Cobalt provides diagnostic screesimyices to patients in Gloucestershire, throughou

the South-West and South Wales. Sesw.cobalthealth.co.uk
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(b) In addition to the migration of certain procedutesother forms of healthcare
facility, Spire has seen the migration of follow-dreatment to alternative
facilities. For example, new consultant clinicsvéaemerged, operating on a
business model of providing follow-up outpatienfpgart that was previously
provided by hospitals.

4.11 These changes in the nature of PH supply have macinder of consequences for
patients. For example:

€)) Patients now have a wider range of facilities aiciwhhey can be treated, and can
see the same consultant at multiple facilities mitlee prevalence of consultant
split-practices.

(b)  As consultants have moved out of hospital facditilhey have been able to enter
new catchment areas, develop new practices andnéxpatient choice of
consultant.

(c) PH providers have used both capacity and investimethieir hospitals to develop
new services, expand into new therapeutic areasirmnease the quality/range of
services that they can offer to patients. For glamSpire hospitals have
expanded into cardio-thoracic surgery, neurosurgery bariatric services, and
have invested in new intensive care and high-degenyd units, which are
necessary to undertake more complex procedureseseTklevelopments have
increased patient choice, improved services ane&sed competition.

4.12 The flexibility of the above factors has been higjhied by:
(@) consultants splitting their PH practices acrosstipiel facilities* and

(b) PMIs recognising a wide range of different PH pdavs in different areas, ranging
from full-service hospitals to single line providear specialists.

Geographic scope of private healthcare competitiors complex

4.13 The CC has noted in its Issues Statement that gpbgr markets may vary with
types of treatment and that there are multipleofacaffecting the ability and willingness
of patients to travel to different facilities. WiniSpire considers that dynamic local
healthcare provision is driving competitive outcanier patients, it would emphasise that
geographic market definition is complex and recgiige proper, locality by locality,
analysis to understand how competition works in g@ayticular area, as well as an
understanding of how national dealings with PMIgatis on any hypothetical local
market power.

4.14 Thirty minute isochrones and areas from which 80% of patients are drawn are
rules of thumb that may not provide an accurate measure of the geographic market.

13 In a report prepared for the OFT, GHK found timatre than half of consultants had contracts with, o

admission rights at, more than one private faci@8y had admission rights at four or more private
facilities), see: GHK, GP and Consultant Report4gpi8.
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For some forms of treatment at some facilities,n3@ute drive time isochrones may
account for approximately 80% of patients. Howewven its own terms this is a
conservative view of the distance over which h@pitompete, since a further 20% of
patients travel further than 30 minutes and a higiegcentage may travel farther in the
event of an SSNIP. Moreover, there are many reasemy 30 minute drive time

isochrones, or the 80% catchment area rule of thunay give rise to a geographic lens
that provides a distorted impression of competitiBor example, that simplistic lens
would fail to reflect the following factors:

(a) Catchment areas will vary with the availability as@mplexity of treatment, which
in turn will depend significantly on the local NH&cility:

(i) A patient is less likely to want to travel a greatéstance for a low cost
less complex procedure or treatment (e.g. physiaphy and in any case
this is likely to be more competitive locally besauthe barriers to entry
(including capital expenditure) are lower;

(i) On the other hand, a patient is more likely to beppred to travel further
for higher cost more complex surgery. Complex swrgs likely to be
based in or near centres of excellence such aNlt& teaching hospitals.
For similar reasons, catchment areas will tendeddoger for a hospital
with more tertiary referral consultants;

(b)  As noted above, many PH providers are expanding teachment areas by
opening satellite clinics to attract patients teittfacilities, further reducing the
relevance of 30 minute isochrones;

(c) Spire facilities regularly monitor competing fatids outside a 30 minute
isochrone.[<]

(d) PMis direct patients to facilities outside the tti@thal 30 minute drive time; and

(e)  There are consultants at hospitals with limitedalomompetitors who split their
practice with other hospitals or facilities - sugieg that a thirty minute drive
time would not capture these constraints.

4.15 The scope of healthcare competition has to be understood on a locality by

locality basis. The preceding discussion highlights that any apgn to local market

definition should take into account factors in aiddi to drive times and post code blocks

depending on local circumstances. These couldadiecl

(@  the proximity and reputation of the local NHS (unting PPUS);

(b) the location of referring GP practices;

(c) the location of patients (they may have greatericehof PHP than would be
suggested by drawing an isochrone around the PieR)jt

(d)  competition for consultants including how consuisamay currently (or would be
able to) split their practice between hospitals;
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(e) the local services (including satellite facilitiesffered or potentially offered by
other PH providers of all types including PPUs;

() the ease with which an existing PHP could enterddbal area, either through the
use of a satellite facility or a fully fledged fhiyi supported by local consultants
and/or PMls; and

(g) topographical and cultural barriers to consultaatsed patients travelling to
hospitals (including for example a rural area whesgpitals are less prevalent).

4.16 Local conditionswill affect the number of PH facilities that can viably operatein
an area. The number of viable PH facilities in certain atittes will depend on local
conditions including population size, economic ddods and PMI penetration. For
example:

@ PMI penetration varies significantly between areb&B reports that, in 2006 (the
last year for which L&B reported this data), oregional basis, PMI penetration in
local populations varied from a high of 18.5% tdowv of 5.5%. Since the
majority of PH revenue is generated from PMI paseRMI penetration will have
a significant effect on the viability of a hospijtal

(b) Spire hospitals look at the ability of their logapulations to support additional
PH provision.[3<] and

(c) To the extent that there are facilities that faegvdr local competitors, this
situation may simply reflect recent entry and exgiam by PHPs to serve new
markets that had not been served before due toltveidemand, i.e. a sign of an
effective dynamic competitive process.

4.17 In some parts of the country, it may be possibleldserve a single PH facility in a
thirty minute isochrone centred on that facilityowkver, this does not necessarily imply
that the owner of that hospital will benefit fronarket power since this situation can arise
for various reasons:

€)) In some regions, there is insufficient PH demandPbHi penetration to support
multiple facilities within such a tight geograplacea. For instance:

() Examples of hospitals in areas with one indepengemate hospital and
with small PMI populations include: The Nuffieldekeford, BMI Carrick
Glen,[¥<], and the BMI Fernbrae Hospital in Dund¢é<].;

(i) [¥<]and
(i) [%<]

(b) In other areas, a single facility may emerge assalt of consistently serving the
needs of the market better than competitors (inetydfor example, superior
clinical care, customer service and investmenhendevelopment of that facility),
which is obviously an example of competition on therits. This can also arise
where a hospital has sought to expand the rangs sérvices in a particular area
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in order to serve new patients — and this hasdat lieing the only provider of a
particular therapeutic service in that area.

(© In some local areas, a particular specialty mayceotrate within a particular
facility for efficiency reasons, e.g., the neechawe sufficient volumes of patients
to support an ICU.

(d) Local competition cannot be understood without atersition of the wider context
of PMI buyer power and the fact that negotiationshwPMI are determined
nationally (PMI buyer power is discussed furtheBaction 4(111), below).

(e) Based upon Spire’s own portfolio, hospitals in aredth fewer local competitors
[3<] do not suffer from a lack of investment comparedother hospitals, in
respect of the markets which they serve. This iBnie with the numerous local
constraints facing PHPs.

4.18 Entry barriers into local markets are not insurmountable.’* Whatever the
reasons behind the emergence of a facility withtéchlocal competitors, suppliers do not
benefit from market power since market positionsiam contestable. If the existing
facility were to allow its standards to decline tor become less efficient, this would
provide a realistic opportunity for entry by a cagtifor [3<]. Since consultants prefer to
operate at higher quality facilities that suppaghler quality service to patients, a new
high quality entrant in such an area would be \wklked to attract consultants, be it a
PHP-operated hospital or a PPU, provided it wasgeised by PMIs.

4.19 Impact of spare capacity on competitive constraints. The CC has raised a question
about the effect of capacity constraints in privagalthcare provision. Spire does not
believe that capacity constraints limit local conien in private healthcare. While there
may from time to time be a few isolated cases pacdy constraintd,2<]. Spire believes
the position of other PHPs would be similar. Magtot all, private hospitals provide
some volume of NHS treatment — any theatres or beatsa private hospital is using to
provide NHS treatment is capacity that could betadwvaed to providing private care.
Several factors lead to spare capacity in PH prawvis

€)) Private healthcare provision has peaks and troudhgen by consultant
commitments to NHS work;

(b) Excess bed capacity is primarily due to the ongamgease in the proportion of
patients who are treated on a day-case or outrpategher than in-patient, basis;
and

(© Given private patient requirements for short waitthrmes, a private hospital will
always be aiming for a small level of spare capauit order to allow speedy
access to treatment for private patients requsungh at short notice.

14 The lack of significant barriers to entry in fhevate healthcare industry is discussed furthe3ention

4(1V) below.
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4.20 The existing spare capacity provides patients wgportunities to switch between
PH providers and intensifies the existing compaiitin the market. It is also apparent
that incumbent spare capacity in a local area do¢reate insurmountable barriers to
entry, as is clearly demonstrated by Circle’s estrgtegy. Circle has built, or announced
plans to build, facilities at a number of locatiomkich are already heavily contested by
PH providers with significant spare capacity alseavailable in the local PH market.
[¥<].

Fostering competition
4.21 To summarise Spire’s views on this Theory of Harm:

€)) Private healthcare providers face significant caitipa from a range of providers,
even in areas where there may appear to be onlprorege hospital.

(b) Defining geographic markets for private healthgan@vision is complex given the
variations in local areas that result from speddizal factors, and from differences
between facilities, treatments and specialties.

(© The effectiveness of existing competitive conssaieven on PH facilities that
may have few local competitors, is illustrated hg tompetitive levels of price
and quality delivered by these hospitals, and thgoong investment in these
facilities.

4.22 However, a key issue that could limit competitienthhe operation of restricted
networks by PMIs. This issue is discussed furih&ection 4(111) below.

I. M ARKET POWER OF INDIVIDUAL CONSULTANTS AND /OR CONSULTANT GROUPS

4.23 The CC has raised questions regarding market pofveonsultants or consultant
groups in certain local areas. It has questionbdther the prevalence of such groups
may:

@) reduce price competition in local markets, leadither to a shortfall in patients’
insurance or to higher insurance premiums; andeasing charges for self-pay
patients; and

(b) reduce the quality of service for both self-pay amiired patients.

4.24 Reduced price and quality competition amongst agf service providers to the
private healthcare sector would appear to act agpatients’ interests.

4.25 The CC has also noted that the OFT report discubsegoint setting of prices
amongst anaesthetists. The CC states that ittiawmare of the existence of joint price-
setting arrangements among other consultant groups.

Spire view
4.26 Consultants in private practice are self-employedependent contractors with

practising privileges at one or (often) more prevéealthcare facilities. A very large
majority of consultants in private practice alsorkvim the NHS.
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4.27 As regards PMI-funded procedures, charges by ctargal are a point of
commercial interest between the individual consuland the patient and are (in most
cases) billed directly to the insurer by the cotzsul

4.28 For self-pay patient procedures, Spire sends thierppan inclusive invoice which
includes the costs of the surgeon and (if requitiee anaesthetist.

4.29 As part of its investigation into this Theory of g the CC should review
whether the actions of consultants, either on tbain or by forming into groups, are
justified for one or all of the following reasons:

€)) Quality: The CC will need to consider whether there areoirtigmt quality benefits
that accrue to the consumer (e.g. cover in the tesEmbsence or emergency),
which may outweigh any potential impact of consutligroupings on competition.
There may also be an argument that such groupirgggmgortant to ensure that
sufficient numbers of junior consultants continue ¢ome into the private
healthcare sector.

(b) Bargaining strength: Consultant cooperative arrangements may servdf{sebd
the bargaining power of the PMIs. The bargainiogi@r of PMIs could indirectly
harm patients if it resulted in insufficient reward consultants, creating a barrier
to consultant entry into the private healthcareecin this light, the CC may
wish to investigate whether the fees establishedeumthe new PMI schedules
(recently introduced at very short notice and appy without consultation)
provide an adequate level of compensation for trexialist services offered by
anaesthetists and other consultants. Since mastultants, and particularly
anaesthetists, are dependent on PMI patients éomtjority of their income from
PH, they are not well placed to reject the rateferefl by an organisation
controlling over 40% of PMI volumes.

4.30 As a PH provider, Spire’s primary interest is irs@ring that it has proper clinical
cover for the procedures carried out at its holpitaThe selection of an anaesthetist is a
clinical decision, which traditionally has beentl& consultants. It would appear self-
evident that a patient’s clinical benefit can obly enhanced by being operated on by a
surgeon-anaesthetist team that has worked togptbeiously (which is also usually how
the NHS works).[¥<].

4.31 The CC has also contemplated whether reliance @bleshed patterns of referral
from GPs to consultants reinforces any consultaarket power by making it difficult to
re-direct referrals to new consultants:

@ <17

(b) Most GPs have long-term relationships with theiigras and will see the patient
not only at the time of referral, but also aftezattment by a consultant, providing
GPs with insight into the effectiveness of the cdtasts to whom they are
referring patients.

15 [%<].
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(c) Most GPs are also familiar with consultants throtigiir NHS practice. A large
majority of consultants in private practice alsagtice in a local NHS facility and
the majority of healthcare in the UK is deliverddough the NHS rather than
through private providers. As such, GPs refermpagients to consultants for
private treatment often have experience referrirgfiepts to those same
consultants for NHS treatment.

4.32 Spire and the consultants operating at its hospitgnerally do not rely on
entrenched relationships as a source of referbals,rather continuously invest in the
attraction of patients through offering high quabervice.

Fostering competition
4.33 The interests of patients require a difficult bakamo be struck:

(@ On the one hand, there is a clear advantage in-toclaglad price competition
between providers of services, in this case coastdt

(b)  On the other hand, there is often a strong patigatest in in-depth cooperation
between clinicians of the same specialty, for edamin order to provide
continuous, integrated care by covering weekendsearergencies.

II. M ARKET POWER OF HOSPITAL OPERATORS DURING NATIONAL NEGOTIATIONS
WITH INSURERS

4.34 The CC Issues Statement raises three potentialriBiseof Harm with respect to
negotiations between PMIs and PH providers:

€)) If a PHP had market power, either as a result gingamarket power in particular
local areas, or as a result of the strength afatonal network, that PHP might be
able to leverage that market power in its negatmtiwith insurers;

(b) If an insurer has buyer power, it may be able t@Hdage this in its negotiations
with PHPs through the threat of de-listing or thgbuts ability to steer patients
between hospitals; and

(c) If an insurer has market power in the PMI marketvdr prices that the PMI pays
to PH providers may not be passed on fully to paselns of insurance through
lower premiums.

4.35 Each of these Theories of Harm warrants consideraince any could result in a
decline in the quality, value, range, innovatiord aawvailability of private healthcare
services for patients.

PH providers do not have local or national market pwer
4.36 As set out inSection 4(l) above, there is significant evidence to suggest th

private healthcare facilities face significant catifon and that private healthcare
providers do not benefit from local market power.
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4.37 In the hypothetical scenario that PH providers ltade market power through the
ownership of facilities with limited local competis, Spire and, it believes, other PH
providers, could not leverage that market powartHe following reasons:

(@  They would have insufficient aggregate negotiapogrer from the low proportion
of each PMI’s patients treated in such facilitiedée able to achieve the outcomes
claimed by the PMls;

(b) There could be no adverse effect of “forcing” a Pidlinclude all of a PHP’s
hospitals because agreements with PMIs guaranteslomes to PH providers,
and PMIs recognise multiple facilities. As a réstfbrcing” the inclusion of one
hospital is not the same as requiring exclusioanaither PHP’s hospital; and

(© Both PMIs and patients retain the unfettered abibtselect either NHS hospitals
or other PH hospitals. In fact, PMIs provide patisewith incentives to select NHS
treatment rather than claim on their insurance.

438 [X].

4.39 With respect to the possibility that its nationatwork of hospitals provides it with
market power, Spire notes that:

(@) Insurers typically sell coverage to patients segkioverage primarily in their own
regions;

(b)  Spire’s network of hospitals does not in fact pdevhational coverage;

(© Some corporates with nationwide workforces, sucH@BC, are comfortable with
policies without national coverage,;

(d) Some PMI policies successfully provide nationalarage while excluding a large
number of PH facilities from their networks; and

(e) There are several competing PH providers with sinalternative networks.
PMis exercise significant power in negotiations wit PH providers

440 The PMI providers are large, national (and oftenltimational) insurance
companies, with considerable available resourddsst private healthcare patients seek
coverage for their healthcare costs from a PMI camypand the PMIs seek to leverage the
volume of demand that they capture to negotiataebeprices and reduce their
reimbursement costs.

4.41 As noted inAppendix D, and also in the Issues Statement, the PMI masket
highly concentrated on the buyer side. The foummr®dI companies comprise over 85%
of the market, with just two of these accounting66% of the market. Health insurance

LON21719770/ Page 25



NON-CONFIDENTIAL VERSION

claims reimbursed by insurers represent the mgjaitthe revenues of most private
healthcare provider€.

442 [X].

4.43 The strength of PMI bargaining power versus thegéliders is evidenced in a
number of ways:

@ PMiIs have shown that they will de-list PH hospititsm their networks (as they
[3<] have done to BMI and Nuffield). The PMIs have di&®n ready to engage
in partial delisting of a major PHP’s network — gagting that “one in, all in” is
not a policy that PHPs can credibly force on PMI$ie ability of a PMI to de-list
does not appear to have been constrained by whatl@ivate hospital faces
limited local private competitors.

(b)  As noted above, PMIs are also able to steer patemnay from private healthcare
through several types of positive and negativentees, for example:

(i) PMis routinely advise patients to visit alternatieeilities which will not
result in shortfalls and offer cash incentives atignts not to claim on their
insurance, but to use the NHS or other optiongadtand

(i) PMiIs warn on the use of non-fee assured consultéorsid top-up fees,
and even impose direct restrictions on use of tenaspitals.

(c) PMIls require additional “pre-authorisation” for tan procedures, such as certain
arthroscopy procedures.

(d) PMIls can, and do, themselves facilitate entry aqhesion into the PH sector. For
example, Bupa has supported the development ofnattee provision of
healthcare through:

(i) Its support for the development of the Healthcatdamne solution; and

(i) Its Any Willing Provider program, which is an effdo create a market in
specific service lines, such as MRIs, cataracteyrgr physiotherapy.

4.44 As noted by the CC, there is a risk that PMIs cdelatrage their power to exert
too much pressure on the price paid to the hosptatator, leading to reduced investment
by hospital operators in facilities and equipmenh a rapidly evolving field such as
healthcare, ongoing investment in facilities andipapent is essential to ensuring the best
outcomes for patients. Spire would encourage tBadCconsider the effect of PMI power
in the market for private healthcare.

% There are PH providers, such as ISTC operatons, @perate on a model of providing healthcare

services to the NHS and who derive all or moshefrtrevenues from the NHS.
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National network agreements create efficiencies fdPMis as well as PHPs

4.45 National network agreements emerged over time gotwtions between PMIs
and PHPs. The PMIs have sought national agreemendtsietworks (including national
pricing) from PHPs in ordenter alia to:

(@) reduce significantly the transaction costs for PN#sd PH providers) when
negotiating their agreements;

(b) increase the consistency of price across PH fiasilifor PMI companies, thus
simplifying and reducing administrative costs of tinsurance and actuarial
assessments needed by PMIs; and

(c) obtain discounts from PH providers in return fornnfbership of the network and
the ability to access patients covered by the Pplies.

4.46 This desire for simplification and administrativlfi@ency explains why PMis
originally sought to negotiate standard prices dbrprocedures — moving away from
‘single line billing’ to package priceg3<].

4.47 However, the PMIs complained to the OFT about @aus these agreements that
allow for pricing changes if other hospitals anetaecognised by the insurer. In fact, this
is simply a fairquid pro quosince the original prices were agreed based asiaigted
network which gave the PHP a better (though notajuaed) chance to treat a larger
proportion of the patients of that PMI. The PMbn leverage the significant threat of
exclusion of some, or all, of a PHP’s hospitalsrfrtheir network in negotiations with the
PHPs.

If PMIs have market power in the PMI market, cost @avings may not be fully passed
on to patients

4.48 To the extent that PMIs have market power in thd Ridrket and fail to pass on
cost savings to patients, this would reduce theessibility of private healthcare for
patients. Given the significant potential effé@ttsuch an outcome could have on patient
welfare, Spire would encourage the CC to examiisepibssibility.

Fostering competition

4.49 Spire believes that the ideal outcome for patieanig insurers would be for
insurers properly to assume the role of reimburgagents for the cost of healthcare
(based on policy coverage), allowing patients tecdecare with full knowledge of:

(@) the cost of care;
(b)  available reimbursement levels; and
(© the quality of care.

450 The greatest disadvantage of the restricted netvoperated by PMiIs is the
consequential reduction in patient choice. Paiieiot not often know which PH facilities
are included in PMI networks and indeed are unjikelbe able to assess the best facility
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for their (future) medical needs at the time they purchasing their PMI coverage. This
is important, as it is unlikely a patient will clggmPMI to gain access to a PH hospital in
case it is not listed, especially since existingdica conditions are difficult to reinsure.
Spire agrees with the OFT that it is not necesgahave a restricted network of hospitals
in order to gain the efficiencies of scale and scdpimed for them.

451 PMIs use networks (and “managed cafeas a way to keep down costs. While
Spire understands that PMIs wish to manage thestscdSpire considers that other
approaches would be more suitable and achieve aal,eff not better, outcome for
patients. In particular, to provide patients witle fullest range of choices, and to drive
competition on the grounds of price and quality iGehwill be of most relevance to
patients), Spire believes that the optimal situatimuld be to have automatic recognition
by PMis of all establishments:

(&  which are registered with the CQC, HIW or SIH, edpvely;

(b)  which carry out medical procedures or surgical pdages under anaesthesia in
dedicated operating procedures (Acute PH Faci)jteasd

(c) which meet minimum quality thresholds.

452 If all Acute PH Facilities were so recognised, PMtaild employ less distortive
tools, such as permitting top-up fees, to ensuséghtient decisions take account of price
as well as quality considerations. PHPs wouldb®guaranteed patients and so would
still need to compete to win them.

4.53 Such universal, non-exclusive recognition would:
(@ maximise patient choice;

(b)  support investment by PH providers who would noefthe risk of elimination of
patient volumes through third party intervention;

(c) allow PH providers to compete for patients on thei® of both quality and price;
and

(d)  allow PMis to assist patients in choosing betwesiifies.

454 Such universal, non-exclusive recognition wouldoaksliminate one of the
perceived barriers to entry to the sector (Thedarm 5), viz. the recognition of a new
facility by the PMls.

455 The availability of quality data from PHIN and preion of more transparent
pricing data, particularly for PMI patients, wilelp facilitate even greater competition for
patients and support guidance by PMIs.

7 SeeAppendix E for a description of how managed care programn&.w
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V. B UYER POWER OF INSURERS IN RESPECT OF INDIVIDUAL CONSULTANTS

456 The CC has suggested that it is possible that emsgaps on consultant
reimbursement fees may:

(@)  suppress consultant fees below the competitivd, l&eading to a reduction in the
quality of services provided by consultants to gras and affecting the incentives
to innovate;

(b) create distortions in competition between constdtavhen they are set for some
consultants and not for others; and

(c) result in a shortage of consultants willing to pic in the private sector and a
reduction in the potential output of the sector.

457 To the extent that fee caps for consultants redaogevation and supply, and
distort competition, such caps are likely to redtieevalue, quality, range and innovation
in healthcare services available to patients.

Spire view

458 Spire’s comments in this section should be reacomunction with those set out
in Section 4(ll).

4.59 PMiIs have both potential and actual market power censultants:

(@) they have the ability to de-recognise consultatttsgather, or to decide not to
make certain consultants’ services available to bem covered by specific
insurance products. In some instances, PMIs hawveecbgnised (or refused to
recognise) consultants who charge above (or willaoonmit to) their prescribed
rates;

(b) some PMiIs have changed their policy terms to gthéeflow of patients towards
cheaper consultants; and

(c) some PMIs have recently set price caps which maygmt patients from being
treated by more senior and/or preferred and/or nexgerienced and/or more
specialised consultants; this has been done urlbten relation to a number of
specialties and consultants.

4.60 Spire recognises that consultants face signifiaadtrising costs when engaging in
private practice. One important cost is practit®irance (adequate practice insurance is
an important safeguard for patients), and insurgnemia for many consultants have been
rising significantly over recent years. Spire beés that it would be useful for the CC to
review whether the consultant fees established rutiie PMI schedules provide an
adequate level of compensation for the speciaistiaes offered by consultants.

4.61 As a PH provider, Spire is concerned that the nemiracts that certain PMIs are
imposing on new consultants are resulting in fewew consultants entering private
practice and will ultimately reduce the choice andilability of consultants for patients.
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Fostering competition

4.62 Spire believes that the interests of patients reqinat patients have the ability to
select among the broadest possible range of camssiland benefit from competition
between consultants for private patients. For Pistients, this choice may be limited
because many PMIs do not permit the patient togptp-up fee for treatment (including
consultants’ fees) in circumstances where the pati®uld be willing to pay extra to see
their preferred consultant. Indeed, the purposehef provision of extra information
concerning consultants and PH facilities, whichnsisaged under Theory of Harm 6, will
be significantly reduced in effect if PMI patiertie not given this opportunity.

4.63 Spire considers that obliging the PMIs to permd tise of top-up fees would be a
less distortive mechanism for PMIs to manage thests: top-up fees allow patients to
decide whether to incur an additional cost to abthe services of a particular consultant
and promote price and quality competition betwemmsaltants.

V. BARRIERS TO ENTRY

4.64 The CC has questioned whether there are barrieestty into private healthcare
that are sufficiently high that the threat of ensynsufficient to deter attempts to exploit
existing market power, in particular:

(@) barriers resulting from national bargaining betw@&tls and PHPs;

(b) barriers resulting from the relationships betweklP® and consultants or GPs;
(© other barriers such as capital requirements ankl costs; and

(d) barriers to entry into the provision of consultaetvice in private practice.
Spire view

4.65 Spire considers that the primary requirements foccessful entry into PH
provision in a given area are:

(@) sufficient local demand;

(b) inclusion in reimbursement/coverage schemes bynidger PMIs;
(c) establishing a good reputation with local GPs antsaltants;
(d) availability of management expertise;

(e) availability of high quality clinical staff; and

)] capital.

4.66 None of these requirements is insurmountable, asigenced by recent entry and
expansion. Moreover, the entry requirements arehmaower in the case of entry with
satellite services or for a facility focussing onaarow range of services.
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€)) Barriers resulting from national bargaining between PMIs and PH providers

4.67 The CC Issues Statement suggests that, if PHPsrhaxkeet power in some local
areas, they may be able to leverage this markeeptwensure that most or all of their
hospitals are recognised by a PMI. The Issuesi@tit also suggests that a hospital
operator may put pressure on insurers to contioueetognise all of the operator’'s
hospitals and not to recognise the hospitals of aetrants.

(@) As set out inSection 4(lll) above, PHPs do not have local or national market
power and cannot leverage market power in negotiatwith PMIs.

(b) In considering the recognition of hospitals by PMtiss important to note that the
recognition of a hospital does not guarantee tbhapital any volume of patients.
Once a hospital has received recognition by anr@nsthat hospital must compete
to attract patients funded by the PMI.

4.68 As noted inSection 4(lll) above, it is true that national bargaining haslitated
transactional efficiencies for both PMI and PH pdevs; but this does not in itself raise a
barrier to entry. Further, Spire emphasises tbaé‘in, all in” contracts in practice benefit
PMls and do not act as a barrier to entry, as theyot (at least in the case of Spire)
prevent rival hospitals being recognised on PMivoeks.

4.69 However, a related question is whether PMI-ledriesd networks, negotiated
nationally, act as a barrier to entry. Restrictetiworks of hospitals were, of course,
developed to maximise PMI buying power by aggregapurchases and using them to
achieve a better bargain across all hospitals em#twork for treatment of that PMI's
insured patients. In this respect:

(@) as explained isection 4(lll) above, Spire believes that the PH sector wouldkwor
best if all PH facilities were recognised by all Pddmpanies, and were therefore
able to compete for patients on the basis of quaht price; and

(b) as such, Spire does not support the developmerdstificted hospital networks,
which necessarily limit patient choice and serveexalude new entrants. Spire
believes that efficient market outcomes will floy &llowing hospitals to compete
properly for business.

(b) Barriers resulting from the relationships betwesn hospital operators,
consultants or GPs

4.70 The OFT suggested that existing PH providers mégr afonsultants incentives
which could serve to raise barriers to new PH mewientrants. Spire believes that a
more nuanced approach to consultant agreemengeded:

(@  The most important consideration is that it is mesgpropriate for consultants to
fetter themselves in a manner that does not aligim thve best interests or choices
of their patients, or for PH providers to attengpirtcentivise consultants to do so.
The clinical interests of the patient must be pamant.
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There are some types of agreements with consultdras are plainly pro-
competitive and beneficial to patients. For examnph agreement whereby a PH
provider commits to funding the development of a riacility or item of medical
equipment, and consultants (in order to supportvibility of the investment)
commit to treating a particular volume of patieatghat facility or using that item
of equipment, encourages the development of neiities and therefore increases
the choices available to patients. In these cistantes, however, agreements
with consultants negotiating treatment or refersdisuld always include a clear
exception where it would be in the clinical intésesf the patient to be treated at a
different facility or using different equipment.

PH providers need to balance patient needs withreéj@irements for getting a
business off the ground. Spire would suggest ttatCC should only intervene
where incentives are particularly excessive sincgime cases apparent incentives
may be important for delivering new services tagyas.

However, some forms of consultant agreements kedylito distort competition,
and are hard to justify on the grounds of eithameliieial effects for patients or
beneficial effects on competition, in particularex they are not associated with
the need to recover substantial investments in fa@ilities or procedures. For
example:

() Bonus payment incentive schemes contingent upoollane target being
met; and

(i) Loyalty payments rewarding consultants for treangigher proportion of
their patients at a specific facility.

4.71 For similar reasons to those set out above, Sgheues that no GP should be
incentivised for making referrals to specific hdals:

(@  Spire would distinguish educational and relatiopshuilding efforts with GPs
from incentives provided to GP$<].

(b) A GP should always advise and refer a patient bas#icely on the clinical best
interests of the patient. The decision as to hest ko treat a patient should never
be impacted by financial interest.

(c) Other barriers to entry into the provision of privately-funded healthcare

services

4.72 Spire’s view is that:

(@)

(b)

Certain factors internal and external to the markahd mainly outside the control
of the PH providers — condition the circumstandedeonovo entry; but

Despite that, and reflecting the rapidly changiagure of UK healthcare services,
there has in fact been significant new entry ang@aegion into the private
healthcare sector.
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4.73 The factors outside the control of the PH providetsch have conditioned the
circumstances in which de novo entry may occuridel

(@)

(b)

The strength of local NHS competition'® as discussed above, the quality of the
service offered by the local NHS (including bothitimg times and other measures
such as infection levels) is a key determinanteshdnd for PMI coverage and PH
provision.

Local NHS availability:*°

(i)

(ii)

(iii)

(iv)

In addition to generating competition for patiemt8;lS facilities are the

essential source of the skilled consultants th&Hafacility requires to

deliver acute PH services. While it may be possibldevelop some lower
acuity services, such as diagnostic imaging orageosmetic treatments,
without a local NHS consultant pool, PH provideetyron consultants
from a local NHS facility splitting their practideetween the NHS facility
and local PH facilities. The large majority of soitants (96% according
to the OFT’s survey) undertake a mixture of NHS pridate work;

Unsurprisingly therefore:

(A)  PH facilities typically open in proximity to NHS ddities that
employ the consultants required to deliver the Br¥ises, and that
will provide an ongoing source of NHS work for teosonsultants;
and

(B) PH facilities are unlikely to open in areas whdrer¢ is a limited
NHS presence because there are unlikely to be ttanwiin the
area to provide services at the PH facility;

Availability of NHS consultants is also a factor anspecific PH hospital
deciding which services to offer. If the local NHi®es not offer, for
instance, a cardio-thoracic service, then the I&¢dlfacilities will not be
able to do so, even where they think that there tmaylatent patient
demand for the service; and

If (as is quite common) the local NHS managemengsdaot permit

consultants to undertake private work or limits gt@ces where, or hours
when, they can do so, this will have a significandl direct impact on both
existing provision and operational capacity anddrespects for new entry.

18

19

LON21719770/

In its 2011 report, Laing & Buisson explains tpatvate medical cover “has a competing produda, th
NHS, though both products also have complementhayacteristics, which suggests the relationship
between private medical cover and NHS care is iy straightforward. (p. 186).

The 2011 L&B report states that: “[e]Jmpirical éghce confirms that NHS performance impacts on the
volume of demand for private medical cover, ando842study by the Office of National Statistics
found that regional variation in waiting times hasstrong influence on private medical insurance
demand.” (p. 186).

Page 33



(€)

(d)

(e)

(f)

NON-CONFIDENTIAL VERSION

PMI penetration: Since most PH facilities derive the majority bEir revenues
from PMI-funded patients, the local population afcls patients is critically
important to the viability of a PH facility. In ¢g PMI penetration levels vary
significantly across the UK and some areas may kacgufficient volume of
existing or potential PH patients to support midtimr even any, PH facilities.

Local economic conditions Local economic conditions are naturally a siigaift
consideration on entry. In areas of depressedamsimnconditions (exacerbated
recently), there will be limited self-pay volumd&educed local employment will
understandably impact adversely on both corporadesalf-funded PMI cover.

PMis setting conditions for successful entry PMIs have significant power to
dictate the terms on which they will recognise & me@spital 3<].

The cost of new facility construction: Construction of a new full-service hospital
requires significant investment (although there seeeral recent examples of the
development of such hospitals including Circle Ba®pire Shawfair and
Brighton).

4.74 Despite the considerations set out above, there baen numerous instances of
entry and expansion in private healthcare overpé&t several years. Moreover, these
various examples have relied on different busimasdels for entry — thus, it cannot be
said that entry or expansion only happens undericelimited conditions or that such
entry or expansion faces overwhelming obstacles.ekample:

(@)

(b)

()

(d)

Circle, Vale and Nucleus have entered the marké&h wew PH facilities, and
indeed Circle has just announced a successful rotifudther fundraising.

Existing PH providers have:

(i) set up satellite facilities (Spire alone has 23hefse, including the satellite
facility for its Thames Valley hospital in Wind$é<];

(i) expanded the services available at many of thapitals (seédppendix B
for examples of that expansion at Spire hospitals);

(i) expanded the facilities and capacity at many oir thespitals (see also
Appendix B for examples of that expansion at Spire hospitas)d

(iv) built new hospitals.

The NHS has expanded significantly into privateltteare provision with the
development of PPUs, which is set to increase denably with the passage of the
Health & Social Care Act 2012. The relationshipwezn PPUs and NHS
hospitals, and the fact that they are located eithéhe same building or in close
proximity to each other, bolsters the potentia¢sgth of PPUs in that they benefit
from access to existing facilities and infrastruefuand the ability of the NHS to
facilitate consultant attendance at both the peiaatd public facilities.

There has been very significant growth in consaltdimics, which are offering
outpatient services previously provided by hospitaAdditionally, as described
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above, the emergence of alternative facilitiesglettine clinics, etc.) has reduced
the costs of entry to new local areas by compgimnogiders.

(e) Home healthcare is also a significant and growiag pf the market with home
providers providing services such as cancer therapy management of
conditions such as angina, diabetes and hypertensio

() Some of the new entry or expansion has been swgapbytthe PMIs themselves.

(9) Some new entry has also occurred in stages. Aadnabove, and set out in
Section 4(l) there is a growing trend of providers enteringvnmarkets with
alternative facilities such as day case centregjlesiline facilities and consulting
rooms. Smaller facilities, once established in arket, may also expand into
large-scale hospitals. For example:

() The Vale Hospital in Cardiff began in 2001 as acgist medical
outpatient facility operated from the leisure cluemises within the Vale
of Glamorgan hotel complex at Hensol.

(i) In 2007, the founders of the Vale Clinic enteretbia joint venture with
Nuffield and formed Vale Healthcare.

(i) In 2010, Vale Healthcare opened the Vale HospitaHensol, with 25
bedrooms and two operating theatres.

4.75 The very wide range of entry options, and the ¥aré business models on which
such entry has been based, demonstrates two Keiesea

€)) Existing PHPs have needed to stay nimble and resporiio changes in local
conditions of competition.

(b)  Suggestions of insurmountable barriers to entrgdmpetition in the sector are
overstated.

(d) Barriers to entry into the provision of consutant services in private practice

4.76 The CC has suggested that consultants may haveetnaokver in certain areas,
which may be connected to barriers to entry in® phovision of consultant services in
private hospitals. As noted Bection 4(Il) above, there is often a strong patient interest
in in-depth cooperation between clinicians of taeme specialty, for example, in order to
provide continuous, integrated care by coveringkeads and emergencies. This interest
must be balanced against the advantage of vigmmmgetition between providers.

4.77 In addition, as set out iBection 4(IV) above, Spire would suggest that the CC
consider whether the fees established under thedeNddules provide an adequate level
of compensation for the specialist services offdrgdonsultants. To the extent that PMI
providers impose inadequate fee caps, and spemilacts, on new consultants entering
private practice, these arrangements may also anoabarrier to entry.
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Fostering competition

4.78 Notwithstanding Spire’s view that significant newtry has taken place in the
sector and that additional entry may have beenodrsged by predominantly external
factors, as set out above, Spire does believectrddin facets of the PH sector may in
some circumstances make entry more difficult. étsosit above, these are:

@ Restricted hospital networks;

(b)  Agreements between PMIs or PHPs and consultantsewheentives are offered
without a connection to a patient benefit; and

(© Agreements between PMIs or PHPs and GPs wheretinesrare offered to GPs
to refer patients to particular facilities.

VI. AVAILABILITY OF INFORMATION REGARDING PRIVATE HEALTHCARE PROVIDERS
AND CONSULTANTS

4.79 A patient seeking treatment must make two choiges: choice of consultant; and
(i) a choice of hospital® The primary concern of the patient, as guidedheyGP, will

be to obtain a referral to the most appropriatesatiant and facility to treat them. 1t is
then the consultant who primarily guides the patento where to be treated between the
hospitals where he or she has practising privilegésoice of consultant and choice of
hospital may be connected where certain consultanig practice at one hospital, but
different factors, which patients will assess eithlene or with their GPs, will affect each
of these choices. The level of additional infonmatdesired by patients may well vary
depending on the type of treatment that the patienteceiving. A patient seeking
relatively short-term treatment or routine diagimsssuch as a CT scan is likely to have
lower information requirements than a patient segkonger term or more complex
treatments, such as cancer care or surgery.

4.80 Patients make choices about the treatment optiodsh&althcare providers at
several points in the patient journey:

(@) atthe point of initial purchase (whether or nobtgy private healthcare or PMI);

(b) at the point of taking up care (whether to useN#S or private treatment, and
whether to pay for private treatment directly aotigh PMI);

(© when selecting a consultant or other clinical psefenal,
(d)  when selecting among PH providers; and

(e) when selecting any additional service provider (@ample, a physiotherapist
following surgery).

20 Ppatients, of course, must also make other intémgechoices such as (i) whether to seek treatnzemnt;

(i) whether to proceed with the course of treattfenommended by a consultant.
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4.81 Depending on the particular decision at issue aeddecision-point in the patient
pathway, many pieces of information may be relewanpatients and their GPs when
making healthcare decisions, including:

€)) Information about options for treatment, and thailability of those treatment
options;

(b) Information about the cost and quality of the tmeeit offered by private
healthcare providers (including factors such adimglists infection rates, patient
satisfaction, service and reputation); and

(© Information about the cost and quality of consulafincluding factors such as
expertise, patient satisfaction, service and rejmurtg and

(d) Information regarding the coverage provided byrtR&il including any coverage
limits and the likely amount of any shortfalls.

4.82 PMI providers are playing an increasingly signifitaole in influencing patient
choices. PMIs direct patients to particular féed and consultants both through the
development of restricted networks and throughctivae provided to patients at the point
of confirming coverage for treatment.

Spire view — information on PH provision
4.83 Regarding availability of information on PH quality

(@) Spire has recognised growing patient demand faorinétion about treatment
options and currently publishes key indicators atignt satisfaction and a range of
clinical performance measures on its own welfSite[3<]. The published
performance measures also include information on:

(

(i) clostridium difficile infections;

) MRSA blood infections;

(i)  wound infections after hip and knee replacemerdesyr
(iv) unplanned returns to theatre;
(v) unplanned re-admission to hospital;

(vi) health improvement for hip replacement, knee regptent, cataract
surgery, hernia repair, gall bladder surgery angtdngctomy; and

(vii) patient satisfaction scores.

4.84 Spire believes that it has led the way on dataigatbn in the PH industry in the
UK. It has made effective use of its web-site atiter channels of communication to

2L See: http://www.spirehealthcare.com/Patient-Imétion/Our-Healthcare-Standards/.
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patients and their GP advisers to disseminate tguatid performance information. Spire
has also participated in reporting information 81 NHS work to the NHS website. It
publishes self pay pricing information.

4.85 Regarding the private initiative to collect and | extensive and comparable
information across the majority of PHPs (PHIN):

(@  The OFT final report expressed concerns aboutuhed effectiveness of PHIN as
a voluntary industry initiative, and how informatigrovision will be presented
and monitored going forward.

(b) Spire submits that the PH providers have demomstiidieir commitment to PHIN
through the investment of significant resourceghi@ project. This project has
recently been accelerated and a CEO for PHIN has appointed.

(c) In addition to supporting patient choice, PHIN vk a valuable marketing tool
for the PH sector. The role of PHIN as a marketow will create an additional
incentive for PH providers to support the projecthe future.

4.86 Regarding availability of information on PH pricebe following table sets out
key issues for self-pay and PMI cover patients.

Information requirements of PH patients in relation to PH costs

Type of Information requirements Current situation
Patient
Self-pay * Relevant information may be thee Spire currently requires that ifs

“package price” (and what the  hospitals provide quotations to all
package includes) that a PH facility self-pay patients and believes that
will charge for the bespoke treatmgnt  this approach should be the
needed by that specific patient. benchmark standard for information
provision across the industry.
e For some self-pay patients, that may

be a non-package price.

PMI cover * Policy coverage: amounts ofe Patients frequently lack clarity

coverage, limits on coverage, regarding the coverage provided

exclusions, policy excesses, under their PMI policies because [of

restrictions on  hospital and  the complexity of the policies, and

consultant choice. less than transparent terms and
language.

e Outpatient coverage limits (manys Patients generally need to seek
PMI policies set maxima for out information and updates about their
patient treatment costs in a calendar coverage limits, and current coverage
year). availability. Patients may not be

aware that they have exceeded their

« Given the frequent shortfalls and the coverage limit for a considerable
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Type of Information requirements Current situation
Patient

increase in the number of services period of time after incurring th
that are performed on an out-patient excess®

basis, patients require timely
information and or reminders
regarding these thresholds (and algrts
when they have exceeded these
thresholds).

D

e« Magnitude of potential shortfalls.e Patients often unaware of how
Patients require timely informatio shortfalls work or how they arise.
not only about the possibility / risk g
a shortfall, but also about the likely
amount of any shortfall.

—_- D

4.87 However, patients’ access to information on thé Policy can on occasion be
more problematic:

@ Many patients obtain their private healthcare cagerthrough their employers,
resulting in the patients being a further step nemdofrom their PMI providers and
their policies. While the employer purchasing ®ill may be a sophisticated
buyer, these patients also require timely infororatiabout the scope and
availability of coverage since they will be respibies for any shortfalls, and have
less choice about the scope of that coverage (thegot for example switch PMI
provider);

(b)  Whether patients receive private healthcare coeetagpugh their employers, or
purchase it independently, many patients lack gefit information to assess the
sufficiency of coverage for items such as outpatpenditures; and

(c) While the PH providers can provide some suppof®Mi patients in identifying
potential costs associated with their treatmergy ttho not have full visibility of
PMI policies for patients or agreements with cotaik: this information must
come from the PMIs. Nor do PH providers consityehtive visibility on the
scope of a given patient’s insurance cover, andcamnot advise on risk of
shortfalls. In contrast, PMI companies have cor@nsive information on costs
of PH treatment they have agreed with PH providpast shortfalls (or top-up
payments) and patient policies that is not avadlabl other participants in the
private healthcare sector.

4.88 The development of stronger cross-industry pricel guality data will be
beneficial to the PH industry as a whole. Spire:

22 |n the study it conducted for the OFT, Opinioratler found that some study participants with coyera

limits spoke about the difficulty of constantly liad) their PMI to obtain their balance and expected
their PMI to be more proactive in providing thisarmation (p. 34). There was also some evidence of
patient concern about not knowing whether theydwdticient cover to fund ongoing treatment (p. 38).
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€)) understands that the development of its business &ttracting patients, whether
PMI or self-pay) depends on communicating the gyalialue and advantages of
its services (both in comparison with the NHS artidep PHPS) to prospective
patients and their GPs (who will play an importaole in communicating this
information to their patients);

(b) recognises that the provision of standard crosastrg quality data will provide a
beneficial additional tool to support decision nmakby patients and GPs;

(c) believes that, in addition to quality informatigerjce information is important to
support patient choices;

(d) believes that the availability of more detailed Ridility data would enable PMIs
further to advise patients on the quality of diietr facilities and directly link
patient decisions to underlying costs; and

(e) believes that the availability of more detailed PRé&tility data will provide
consultants with an additional tool when selectirfgcility either for their practice
or for the treatment of a particular patient.

Spire view — information on consultants

4.89 It is likely that patients will need the assistandéexpert advice (usually provided
by their GP) to assess the information availabléhton, selecting the most appropriate
consultant for a particular patient is rarely agjios of data alone.

4.90 Much information is already publicly available consultants:

(@) Spire already makes information about its constdtavailable, on websites and
via information provision to GPs and other healtiof@ssionals. There is a
growing trend for consultants also to develop t&in websites, which are linked
to Spire’s website; and

(b)  GPs refer patients to consultants for both NHS-fahdnd private treatment. As a
result, GPs’ experience with consultants is oftevater than their private practice.
GPs obtain information on local consultants viaalodCT and hospital
information provision, professional training evenésd other fora. This is an
important aspect of information flow to understdretause a high proportion of
patient referrals for secondary care are madeet@dimeconsultants via the NHS.

4,91 That said, however, further information to supppatient choice of consultant
should be more widely available, including, in artleat patients can make a holistically
informed choice, having access to better infornmatio price.

4.92 Increased availability of quality and price infortioa regarding consultants will
also enhance the existing ability of PMIs to dirpetients among PH providers and
consultants:

@) PMils already use a variety of direct and indireatmds (such as warning a
patient that a consultant is not “fee-assured” thiewise bills at rates likely to
precipitate a shortfall) in order to steer a pdtiegn a PMI's preferred
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consultant/facility; the enhanced data would all®MIs to use less blunt
instruments, and place choice firmly in the hanidhe patient;

(b)  These data would similarly support patients in eisang their ability to travel
further to alternative PH facilities in order tocass the services of a consultant
who meets their price and quality requirements; and

(c) Patients should also then (which is not alwaysctme now) be able to understand
the risks (and extent) of shortfall on their PMietage and assess the benefits of
paying “top-up” fees to access their consultanthadice.

Fostering competition — information regarding private healthcare provision

4.93 The industry-funded PHIN project, will make sigoént cross-industry quality
data available to patients, GPs and PMIs. In coatlwmn with more accessible
information on costs for self-pay patients, PHINIwupport greater patient choice and
competition in PH. PHIN will provide patients withtool similar to the NHS Choices
website, which will support patient choices betwddd facilities, and between a PH
facility and the NHS. Information about Spire hibsls is currently provided on the NHS
Choices website.

4.94 PHIN will measure, and publish data on, a variefyimdicators including
mortality, readmissions, returns to theatre, unpéahtransfers, overnight admissions of
day cases, MRSA, c. difficile infections, surgisdk infections and PROMs. With further
investment, PHIN plans to produce comparable datalf procedures on:

(@) activity - total numbers of patients admitted foeatment and total number of
procedures performed, available by procedure;

(b) mortality - total number of in-hospital deaths andrtality rates by procedure (all
in-hospital deaths within 30 days of the procedure)

(c) length of stay - average length of time in-patiesgiend in hospital by procedure;

(d) day case rates - % of patients who were not intbmolestay in hospital overnight
and did not stay in hospital overnight, availabyepbocedure;

(e) day case to inpatient conversion - % of patients wiere not intended to stay in
hospital overnight but converted to an inpatieaysavailable by procedure;

() readmission - % of patients admitted as an emeygertbin 28 days of discharge
of a previous hospital admission, available by pdare;

(9) transfers - % of patients transferred to anothephtal for a higher level of care,
available by procedure;

(h) returns to theatre - % of patients returning taathee for an unplanned procedure
while they are still in hospital recovering fronethinitial procedure, available for
a defined group of procedures;

LON21719770/ Page 41



NON-CONFIDENTIAL VERSION

(1) infection control indicators — rates of surgicaésnfection following hip and knee
replacement, MRSA bacteraemia and Clostridium Ell#fiinfection, reported as
per HPA definitions and available by procedure;

()] patient survey results — results of a list of quaéient satisfaction questions agreed
across the independent sector;

(k) Patient Reported Outcomes — results of PROMS pnomies operated across the
independent sector; and

()] revision rates — 1 and 3 year revision rates fahgwhip and knee replacement
surgery.

4.95 The position of patients would also be enhancedeogiving from PMIs timely
and detailed information about costs including:

@) Clear details regarding PMI policy coverage;
(b) Clear and timely information about coverage limasd

(c) Clear and timely information about the cost of tmeent to the patient (whether
that be the full cost of treatment for a self-patignt, or sufficient information
about potential shortfalls to allow a patient téesta treatment option based on
both quality and price for PMI cover patients).

Fostering competition — information regarding consltants

4.96 Consultants should be required to produce and ghulduality and price data.
However, the production of consultant data that allbw patients to make sensible price
and quality comparisons is a complex matter. Thadyrction of risk adjusted and
comparable quality information with a sample sihattis possibly too small to draw
distinctions which are statistically significant ynaot produce a meaningful result or the
required improvement information. The patients ldatill also need to rely on their GP
to interpret the data and it is possible that siggt cost will be added just to confirm the
current understanding of local GP’s. The requineimrie provide and publish data may
also have the unforeseen consequences on thediypasients consultant choose to treat.
A consultant providing more complex procedurestreating higher risk patients, for
instance, is likely to have a higher rate of coegtions and mortality. It is important that
statistics not be produced in a way that could undee patients’ views of the quality of
such consultants, leading to an incentive for clbasts to avoid providing complex care
or treating high risk patients.

4.97 Spire concurs with the OFT’s suggestion that thgaR€olleges and/or the GMC
are best placed to manage this process, since $pesglist bodies are already charged
with monitoring and regulating consultant performanand have the expertise required to
produce credible and useful assessments.

4.98 For example, the GMC currently receives informatiwnconsultant performance
as part of consultant annual whole practice apalsis In addition, the GMC is
introducing revalidation for consultants in Decemi2©12 and will collect extensive
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information on consultant performance, through teisalidation procesS. The GMC
could potentially publish assessments of consuftanfiormance based on the information
that it gathers and assesses.

VII. VERTICAL EFFECTS
Importance to patients

4.99 The CC has raised a question as to whether thealeimtegration of insurers is
likely to lead to significant harm to competitiorzor example, Bupa currently owns the
Cromwell hospital in London and Bupa Home HealtecaBupa is also developing out
patient diagnostic and musculoskeletal servicesipaB(and possibly some of the other
insurers) may also own some primary care facilities

Spire view

4.100 The standard concerns with vertical integrationcargtomer foreclosure and input

foreclosure. In the case of customer foreclostire, CC may consider whether Bupa
would have the ability or the incentive to refuserécognise hospitals located near the
Cromwell on its network, and whether this wouldunn reduce competitiveness of rival

facilities by causing a significant loss in theatignt volumes. The effect of such a refusal
would be similar to the effect of a restricted netkv In this context, Spire notes that

Bupa is the largest of the PMIs with a share of 4f%rivate health insurance.

4.101 With respect to input foreclosure, the CC may adesivhether Bupa would have

the ability and incentive to refuse to treat pasensured by other PMIs at its facilities at
the Cromwell and, if so, whether this would in tweduce competitiveness of those PMIs
because access to the Cromwell was crucial foetRddls to reach policy holders located
in or around London.

4.102 There are several factors that, in Spire’s view,@€ will need to consider:

(@  Analysis of either customer or input foreclosurguiees careful analysis of
relevant markets in order to begin assessing thapettive impact of that
foreclosure. As noted elsewhere in this respotis#, is a complex exercise in
private healthcare given the local nature of coitipat the availability of different
procedures at different hospitals and other aspddtse local environment such as
the economy and PMI penetration.

(b) Those local features are particularly relevant iondon given the different
transport links and the limited availability andjhicost of land.

(c) As Spire has noted elsewhere, there is no goodmdasrestrict a patient’s access
to any hospital. Spire’s view is that patientsidtddave full freedom of choice.

(d)  Vertical integration in itself is further evidenoé PMIs’ ability to exercise buyer
power. That can take many forms and need not dxéanfar as full vertical

% See: http://www.gmce-uk.org/doctors/licensing.asp.
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integration (as in Bupa’s ownership of the Cromyvellt could just as easily
encompass more favourable rates paid to new omekpg hospitals to “sponsor”
entry or directing/steering of patients to a neuilfy. The Bupa Cromwell model
provides another model for successful entry integbe healthcare provision.

Fostering competition

4.103 Spire believes that vertical integration which ilwes an insurer owning a hospital
facility is not automatically problematic, but mége so if it results in either customer
foreclosure or input foreclosure. While Spire wbwencourage the CC to consider
whether Bupa’s ownership of the Cromwell does tesulforeclosure, Spire does not
currently have a definite view on this issue.

4.104 Spire does however have significant concerns aibsuters and hospitals owning
primary care facilities, as we believe this is ganbunt to incentivisation of GPs to make
referrals to particular consultants or facilitiekigh, as we have noted elsewhere in this
Submission, we believe should be barred absolutely.

5. CONCLUSIONS

5.1 In light of the comments above, Spire believes thatbest outcome from the CC
market investigation would be recommendations ftbenCC that support:

(@) patient access to the broadest possible range ofpfMision (facilities and
consultants), with access not to be denied if titeept is himself/herself willing to
pay all (self-pay) or part (PMI);

(b)  PHP competition for patients on the basis of qualiange, service, availability,
and price; consultants competition for patientbémn a similar baszari passu

(c) the provision of sufficient information to patiertefore the start of, and before
each stage of, treatment to enable patients tofglseinformed financial consent
to the treatment; and

(d) transparency for patients regarding any finanairest their consultant has in
their place of treatment.

LON21719770/ Page 44



NON-CONFIDENTIAL VERSION

APPENDIX A:

SPIRE’S APPROACH TO PATIENT CARE

1. HISTORY OF SPIRE HEALTHCARE

A.1.1 Spire hospitals have been caring for patientsenK for many years. Spire is a
dedicated provider of quality private healthcarevises. It is the second largest
independent hospital provider in the UK, measungdelvenues or by number of beds.
The hospitals in the Spire group were mostly builthe 1980s and have developed
their reputation by serving their communities othex last 3 decades.

A.1.2 The Spire business began with the buyout of Bupsphials in August 2007 by
funds managed or advised by Cinven, followed by dlquisitions of the Classic
Hospitals group in February 2068.and the Gerrards Cross private hospital (now
known as Spire Thames Valley Hospital) in March 00ver the past four years,
Spire’s hospitals have shown sustained growth itiepa satisfaction, consultant
satisfaction and clinical qualify.

A.1.3 Other significant developments in the evolutiorire Group include:
(@) the construction of the Spire Shawfair HospitaEdinburgh.
(b) the acquisition of the London Fertility Centre i01D;
(© the joint venture established with The Insight Natwin 2010; and
(d) the acquisition of Lifescan in 2011.

A.1.4These developments have allowed Spire Healthcanffdg respectively, greatly
expanded day case, fertility, psychology and diatos services to patients.

A.1.5 Spire has also invested substantially in modergjsgnowing and expanding its
business. These investments and expansion prajecexplained in more detail below
(para Al.9. onwards). However, it is importantuederstand first why Spire has
chosen to pursue this strategy.

2. SPIRE'SAPPROACH TO PATIENT CARE

A.2.1 No operator in the UK PH sector ever loses sighthef fact that patients have
choices — among PMIs, doctors, and hospitals, dsal laetween the NHS and PH.

2 These numbers are based on revenues and bedsuter healthcare. The largest PH providers by

revenue (in order of size) are: GHG, Spire, HCAUBPNuffield and Ramsay. The largest PH
providers by number of beds (in order of size) &G, Spire, Nuffield, PPUs, Ramsay and HCA.

% The Classic Hospitals portfolio had been parBapa Hospitals, but was sold to Legal and General

Ventures in 2005.
26 [x]
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Patients will only choose to use PH where it offarsalue and quality-competitive
alternative to the NHS.

A.2.2 Overall, the success of the UK PH sector dependsfie@ning patients the most

appropriate possible choice at competitive pricAs.heart, private healthcare is about
choice — the choice of which consultant to seectviospital to go to and when to be
treated. As is explained in more detail below, soai the recent disagreements
between PMIs and other UK healthcare participaatg.,(consultants, other clinical

staff) stem from the perception that PMIs have kotig reduce or limit patient choice,

rather than facilitate it.

A.2.3[X]

A.2.4The success of this patient-centred strategy has demonstrated over the last
five years. Spire hospitals are committed to aelihg the highest quality of clinical
care to patients. In Dr Foster's 2011 HospitaldgyiSpire was ranked as one of the
best performing providers of hip operations an@étrede operations out of all public and
private providers in the UK. Spire’s hospitals have shown sustained growiratient
satisfaction, with 91% of patients rating their@giospital as excellent or very good in
2011. Spire has improved across a wide range &Gempasatisfaction measures
including:

@ whether staff went out of their way to make a dédfece,
(b) care and attention from nurses,

(c) pain management,

(d) cleanliness of the hospital,

(e) how prepared patients were for being at home, and
() the likelihood that patients would recommend theptal.
3. INVESTING IN PATIENT CARE

A.3.1 Spire has invested heavily to achieve its stratggals: both in modernising and
updating facilities and equipment, and in develgpamd acquiring private healthcare
capacity[3<]. Indeed, Spire can provide a lengthy series @ngxes of service

expansion and innovation — all aimed at improvitg offering to patients (See

Appendix B).

A.3.2 For example, Spire has significantly increased ciéypan its facilities. Among
various upgrades, Spire has invested:

(@)

[¥<];

27

Dr Foster, 2011 Hospital Guide at p.35. The ooperations for which the report lists the best
performing providers are hip and knee operations.
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(b) in building a new hospital at Edinburgh Shaw{a«];
(c) in Bushey, to upgrade existing diagnostic faciifi&];

(d) in Windsor, to develop a satellite facility neaetRrincess Margaret hospital.
[<];

(e) in Southampton,3<] to add a fourth operating theatfg<]; and

() to develop in Bristol a ne\¥<] extension (opened 2010) to meet the demands of
patients[<].

A.3.3 Spire has developed its oncology offering in orberesource and deliver more
coordinated services to patients.

(@) Through its joint venture with Cancer Partners WPYK), it has significantly

increased the options available to patients, pdeaity outside the London area.
Prior to the joint venture between Spire and CPUlkere was no private
radiotherapy option for patients outside of Lond@pire teamed up with CPUK
to add radiotherapy services to Spire’s existingnobtherapy, CT and MRI
scanning and cancer surgery facilities, therebyngiyatients more choice and
for the first time in the UK, outside of Londongetlbility to receive a complete
oncology treatment from a single private hospital.

(b) The Elstree Cancer centre in Hertfordshire is th&slfirst standalone private
cancer centre and offers chemotherapy treatmeravified by Spire) and
radiotherapy (provided by CPUK).

A.3.4 Spire has significantly increased the diagnostamslifies available to patients
across the UK. With a relatively underscanned faimn by international standards,
an ageing population and more procedures requimage complex scanning, UK
patients, clinicians and insurers now considerdirgagnetic resonance imagingRlI)
and x-ray computed tomograph€T) scanning facilities to provide both a better
quality diagnostic service (from a clinical persipex) and a better service in terms of
patient care, comfort and convenience. In line wthik development in patient need:

@ X

(b) Spire acquired Lifescan UK, a specialist providér@I scans, which now
operates withif3<] Spire hospitals across Great Britain, and froomddiéone
facilities in Manchester and Guildford; and

(© Spire entered into a partnership with breast sangespecialist BreastHealthUK
to open screening clinics @K] its hospitals.

A.3.50ne challenge facing PHPs is the lack of diffeedn in PMI payments
between static and mobile MRIs: static MRIs are erexpensive to install and operate,
but deliver a higher quality image and better pdtservice, yet they are reimbursed at
the same rate as mobile MRIs.
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A.3.6 Spire has also invested in expanding the avaitglofifertility services across the
United Kingdom. For example:

(a) Spire acquired an established fertility specidlise London Fertility Centre), in
Harley Street, London in March 2010. London FigytiCentre operates a hub
and spoke model with clinicians and hospitals actbe south of England; the
acquisition created an opportunity for Spire tabbksh satellite fertility clinics in
some of its 37 hospital§3<]; and

(b) Just prior to the London Fertility Centre acqusiti Spire launched IVF
Scotland, a comprehensive fertility service at tiew Spire Shawfair Park
Hospital in Edinburgh.

A.3.7 Spire has increased ophthalmological services, ingethedicated eye centres at
its Little Aston and South Bank hospitals and gelgupgrading and investing in this
service throughout its hospitals.

A.3.8 Spire has entered into partnerships with sportitgies such as St George’s Park
where Spire will offer sports science and physidpg services at the Perform facility.

A.3.9 Finally, Spire’s initiatives have been undertakathvthe objective of enhancing
patient well-being. Similarly, during the recentPPbreast implant scandal, Spire
demonstrated its commitment to patient safety loynmtly offering every Spire patient
with PIP implants a consultation with a consultgfastic surgeon and diagnostic
imaging, as well as removal and replacement, if wes the patient’s choice, all free of
charge. Spire also went further than any other MH&ivate provider by being the first
to offer patients who chose not to remove theimastremplants a further scan in two
years’ time, or sooner if they had any concernds Hpproach is characteristic of
Spire’s core philosophy of pursuing patient care.
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APPENDIX B:

EXPANSION BY SPIRE

[X<]
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APPENDIX C:

SPIRE PLANNED ESTATE INVESTMENT 2012-3

[X<]
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APPENDIX D:

OVERVIEW OF THE PRIVATE HEALTHCARE SECTOR

There are several groups that play a significale o the provision of private

healthcare: patients, the NHS, the PPUs, the PEBsultants, GPs and the PMI
companies. The role of each of these groups ed#ed below since it is important
for the CC to understand the interactions amonggetigeoups.

1. PATIENTS

D.1.1 Any individual in the UK could potentially be a pait of either, or both,
the NHS and PHPs in any given year. Patients nteose to seek private
healthcare treatment for a variety of reasons oty

(@) speed of service (and NHS waiting times);

(b)  the ability to select a consultant (with the knodge that the patient will be
treated by that consultant rather than by a membireir team);

(c) infection rates in private and public hospitals;
(d) the availability of private rooms;

(e) procedure not being available on the NHS; and
)] “hotel levels” of service.

D.1.2 Patients who elect to seek private treatment mag this treatment through
PMI or pay for the treatment directly. Approximgtd1% of the UK population
has private health insurant. Laing & Buisson I(&B) estimates that
approximately 14% of independent medical/surgicapital revenue in the UK is
derived from self-paying British patierts. The volume of self-pay revenue has
been increasing and L&B suggests that this incrappears to be, at least in part,
the result of an increase in NHS waiting tinies.

D.1.3 The patient journey to reach a Spire facility iplaxned in more detail in
Appendix E.

2. NHS

D.2.1 The National Health ServicélHS) was founded in 1948 with the objective
of providing good healthcare to all. The foundprgciples of the NHS were to be

% L&B.
29 L&B, p. 49.
30 L&B, p. 49.
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free at the point of use and available to all basadneed. A proportion of
healthcare remained private post-1948. As GHKstéts report to the OFT:

The United Kingdom health sector is ... now a mixeadkat as both private

and public markets are intrinsically linked. Priteaproviders have contracts
to treat NHS patients, with NHS funding of meditahtments provided via
private healthcare more than doubling in the lamarfyears... Furthermore,

the role of private healthcare providers in delivey NHS services is set to
increase and there is recognition of the privatetegs potential capacity to

deliver NHS targets...

Similarly, the NHS is also a direct supplier ofyate healthcare through NHS
private patient units (PPUs). This role is alsgpegted to increase as the
White Paper proposed to remove the cap on the ammiufinance FTs can
raise through private healthcare...

The NHS still dominates the sector, employing alibrge-quarters of the
workforce, with the private sector accounting foosh of the remaining
25%3*

D.2.2 The NHS in England plays an important role in therketplace as:

(@)
(b)

(©)

a purchaser of private healthcare;

a competitor to private healthcare providers (tglowoth its public and
private offerings): NHS performance is a key facffecting demand for
private acute healthcare, especially for self-payemts®? and

a supplier of consultants and other medical stafthe availability of
consultants locally who can provide private healthcservices is generally
determined by the local NHS provision.

D.2.3 As identified by GHK, the NHS remains by far thegkst supplier of
healthcare services in the UK. Laing & Buissongasjs that over 91% of elective
surgery in 2011 was publicly fundéd.

D.2.4 The NHS has been undergoing significant reformsr dkie last several

years, many of which are designed to increase matigice. In its White Paper,
Equity and Excellence: Liberating the NHtBe Government states that “[t]here
should be a presumption that everyone should hheee and control over their

31

32

33

GHK, Programme of Research Exploring Issues of Privatealthicare Among General
Practitioners and Medical Consultants: Populatiorveéview Report for the Office of Fair
Trading (August 2011) at p. 9.

L&B, p. 107.
L&B, p. 36.
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care and treatment, and choice of any willing pievj wherever relevant® The
paper points to a number of reasons why choiaap®itant including:

(@) Public attitudes toward choice: according to this paper, 95% of people feel
that they should have choice over the hospital thtgnd and the kind of
treatment they receive;

(b) Reasons people seek choice in healthcamgeople seek choice for a variety
of reasons including accessing the type of healhttzat will give them the
best chance of better health outcomes and accdssalgpcare in a way that is
most convenient for them and oth&tsind

(c) Improved patient outcomes: the consultation paper, in fact, points to a
review by the Sainsbury Centre for Mental Healtd #re King’s Fund, which
found that choice had a central role in improvihg taily experience of
people with mental illness and supporting recovéryA shared role in
decision-making can also improve outcomes for peopith long-term
conditions>®

D.2.5 The NHS is implementing its commitment to patiembice in a number of
ways>® As of April 2009, NHS patients have the legahtitp choose any hospital
offering a suitable treatment that meets NHS statsdand costs. The NHS points
to evidence that shows that, if patients chose spited in which they feel
comfortable and confident, they are likely to imyroboth the result of their
treatment and their experience while in hospital.

D.2.6 The NHS has also undergone significant change$eanlast decade with
respect to its funding sources, facilities and isergtandards:

(@) New financial approaches including stricter finahdudgeting measures and
practice-based commissioning have been introduteéddition, NHS Trusts
have been allowed to expand their private serviterings both within the

% Department of Health,iberating the NHS: Greater choice and control.cénsultation on

proposalsat 1.2, available online at:
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digissets/@dh/@en/documents/digitalasset
/dh_120613.pdf.

35 British Social Attitudes Survey, Natcen, httpWw.natcen.ac.uk/study/british-social-attitudes-
25threport/findings (2009).

36 A. Dixon et al, Patient choice - how patients cdmand how providers respond, Kings Fund,
http://www.kingsfund.org.uk/publications/ (2010).

37 Our Choices in Mental Health, Care Services Imenoent Partnership (2005).

% J. Hibbard, Coaching To Patient Activation Leveproves Disease Management Outcomes,

http://www.medicalnewstoday.com/articles/153469.ph

%9 Department of Health,iberating the NHS: Greater choice and control.cénsultation on

proposalsat para 2.11;
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digissets/@dh/@en/documents/digitalasset
/dh_120613.pdf.
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NHS hospitals and in PPUs, increasing the sigmfieaof private care as a
revenue stream for the NHS;

(b) Many NHS hospitals have undergone refurbishmenighvhas often involved
the introduction of upgraded amenities such adeipgtient bedrooms. Such
amenities increase the relative attractivenesshef NHS hospitals. The
government also adopted the private finance ingatwhich has led to the
development of privately financed NHS hospitals] an

(c) The NHS has faced increasing pressure to meetnpakevice targets such as
reduced waiting times. As NHS waiting times falemand for self-pay
clinically necessary treatment at private facisitideclines. In addition, the
NHS books fewer patients into private facilitiesr fdirect local contract
treatment.

3. PPUs

D.3.1 There are approximately 73 PPUs. In addition, allsrolume of NHS
beds are used for patients paying privately in oMigS hospitald® Sixty-five of

the NHS PPUs are managed in-house by the NHS arate8managed by
independent hospital grouf’s.As noted below, PPUs (and other NHS private care)
represent the fourth largest provider of privatatadealthcare in the UK. L&B
estimated NHS private patient income at £445 mmliio 2010/2011, representing
approximately 8% of the value of acute private ¢arthe UK.

D.3.2 This proportion is also expected to grow substéintias the Health and
Social Care Act 2012 increases the cap on privatteernt income that NHS
facilities can make. That cap will now be set %4

D.3.3 Care provided by PPUs generally covers the fullgearof the acute
healthcare services provided by an NHS hospitawéever, some PPUs specialise
in particular areas such as cancer care, womelshicare, or ophthalmics. These
PPUs are often state of the art competitors i fiedd.

D.3.4 PPUs also enjoy the benefit of co-location with NHS&spitals. Such
co-location can facilitate consultant participationprivate care (a consultant can
undertake private cases without travelling to aasse facility), provide access to
high technology equipment (including imaging equgnt), provide access to ITU
and supports the delivery of high complexity treatinbecause complications can
be addressed on site without the need to transtexrs to another hospital. Most
importantly, the NHS is the main employer of thensatants that it seeks to
engage to conduct private healthcare in PPUs.

40 L&B, p. 54.
41 L&B, p. 84.
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D.3.5 PMiIs have shown themselves willing to include PRtsheir networks,
including to the exclusion of hospitals operated P providers with other
hospitals in that network.

(@) For example, for several years, AXA PPP includesl Fhmley Park PPU in
its network to the exclusion of the Classic (nowr&phospital located nearby
at Clare Park.

When Bupa de-listed a number of BMI hospitals il20Bupa included a large
number of PPUs in a schedule of alternative, comg@étospitals that it was happy for
its customers to use to replace the de-listed Edilifies.

[<]
4. PRIVATE HEALTHCARE PROVIDERS

D.4.1 There are several types of providers deliveringgte healthcare services in
the UK:

(@) Independent acute hospitals:Spire views independent acute hospitals as
facilities that include an operating theatre andvple care across multiple
specialties for day and/or inpatients. L&B estieththat in mid-2011 there
were 515 independent acute medical/surgical hdspitathe UK, of which
211 were registered to take inpatients and 304 veggistered for day surgery
only.** Overnight bed capacity was 9,545 beds, an inerea208 beds over
the previous year. The increase resulted from resipa by both private
hospitals and NHS facilities.

(b) Specialist clinics and providers: Specialist clinics provide a broad range of
services such as cosmetic surgery, bariatrics, ®ygery, fertility, pain
management,  cardiology, podiatric  surgery, dermogipl and
gastroenterolog§® This is an area where there has been significecent
entry. There are also several specialist providdrgdiagnostic imaging
services in the UK including Alliance Medical (1@@obile and static MRI,
CT and PET scanners), InHealth (diagnostic and imgasgervices, and cardiac
services and nuclear medicine at 33 fixed sitearlpé®0 clinics and around
65 mobile units) and UME diagnostics (10 centreRese providers compete
with hospitals offering in-house diagnostic imagsegvices'* The efficacy of
some of the single line providers is evidenced gy fact that many have
achieved PMI recognition.

(c) Clinician-led partnerships: Clinician-led partnerships have opened a number
of new facilities, including both hospitals and d$leraspecialist facilities.
Significant examples include the Hand to Elbow @linn Bath, the

42 L&B, p. 58.
43 L&B p. 74.
4 L&B, p. 72-73.
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Manchester ENT Clinic, the Nucleus Healthcare pgevgastroenterology day
hospital in Newport South Wales, the Regent’s B&etirt Clinic, the 3fivetwo
group’s Kingsbridge Private Hospital in Belfast,dathe Edinburgh Clinic
(which is now managed by Aspen).

Home Healthcare: Healthcare delivery continues to evolve and a gigw
number of services can be provided at home. Orikeofargest providers of
home based care is Healthcare at Home, which sgresed by all UK PMI
companie$® Bupa has also developed a proprietary home featttservice:
Bupa Home Healthcare. Home healthcare deliversardety of services
including oncology, and management of long-termd@tions such as angina,
diabetes and hypertension. For example, The @hasd Healthcare at Home
worked to design a home treatment service for esdge HER2-positive
breast cancer patients with intravenous trastuzwhamotherapy delivered to
patients at hom#&

NHS and PPUs:Private care in NHS hospitals and PPUs has bessid=red
in detail above.

D.4.2 L&B reports that, in 2010, revenues for independactite hospitals

decreased by 0.6% in real terfis. According to L&B, these revenues were
affected by a decline in PMI claims paid and tighdpending on acute mental
health services by the NHS and other public seotganisations. (NHS work

generates a significant proportion of revenue fanynPH providers.)

D.4.3 Shares of the largest PHP providers are set-dheitable below.

Shares of PHP Provider&

Provider Revenue (Em) Share of PH | Number of | Share of PH
revenues beds beds
General Healthcare Group £836 19% 2,643 25%
Spire Healthcare £643 15% 1,642 15%
HCA £490 11% 815 7%
NHS (PPUs and treatment £445 10% 1,123 11%
delivered in NHS facilities)
Nuffield Health £392 9% 1,378 13%
Ramsay Healthcare UK £350 8% 985 9%

45

46

a7

48

See: http://www.hah.co.uk/for-patients-and-carers

See: http://www.hah.co.uk/sites/default/fileshgul/files/2010%20Christie%20brochure.pdf.
L&B p. 37.

Source: L&B.
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Provider Revenue (Em) Share of PH | Number of | Share of PH
revenues beds beds

Other Providers £1,133 26% 2,082 20%

Total £4,289 100% 10,668 100%

D.4.4 PHPs are regulated by the Care Quality Commissi@@C{ which also
regulates public providers) in England. Providars required to meet essential
standards under thélealth and Social Care Act 2008 (Regulated Actsiti
Regulations 201(and theCare Quality Commission (Registration) Regulations
2009 Compliance is measured against regulationsfélcats on service quality and
patient safety, relating to: care and welfare otigmés, monitoring quality,
safeguarding patients against abuse, cleanlinassaurtrol of infections, medicine
management, safety and suitability of premisestgatuitability and availability
of equipment, respecting patient vies, patient enfjscomplaints, records, staff
suitability, staffing resources, staff support, gpemting with other providers, and
information provision to enable decisions abouedarbe taken. Providers are also
required to meet benchmarks relating to the fitnesshe individual or entity
providing the services, the fithess of managersl #re adequacy of training.
Similar regimes exist in Scotland under HIS and &alnder HIW.

CONSULTANTS

D.5.1 Consultants are specialist doctors who provide re#aExy care to patients.

In order to become a consultant, a doctor must ¢tete@ll the necessary training
for his or her specialty, and be accepted onto dpecialist register for that

specialty. Many consultants engage in both NHSmiwte practice. Estimates of
the proportion of NHS Consultants who engage ingte practice range between
55 and 59%° L&B reports that fees paid to surgeons, anadsteetnd physicians

for pgic}/ate specialist treatment in 2010 contracbksd4.3% in real terms from

2009:

D.5.2 Consultants are supervised and regulated by ther@eMedical Council
(GMC), the independent regulator for doctors in the Ukhe GMC controls entry
to the medical register, and sets standards forigaledchools and postgraduate
education and training. Applicants to the GMC fegistration must demonstrate
that they are up to date and fit to pracfite.

D.5.3 Consultants with practising privileges at Spire pltads are independent,
self-employed contractors. Spire believes that saltants with practising

BMA and National Audit Office estimates citedLi&B.
L&B, p. 40.
http://www.gmc-uk.org/Specialist_Register_Schefoe Existing_Specialists.pdf 25404115.pdf.
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privileges at other PH facilities are similarly @ggd as independent, self-
employed contractors.

D.5.4 Spire is strongly of the view that the person Ipdsted to advise the patient
about decisions that affect the clinical care @f platient is the consultant together
with the GP. As such, consultants should adviseptitient based on their clinical
judgment. This does not mean that a patient shootianake a judgment based on
a balance of all factors (including cost), but atied mean that information about
clinical outcomes has to be properly presentedh® patient without being
influenced by other considerations. In this comioe¢c Spire is concerned that
limitations imposed on consultant discretion by pidviders, PMI companies or
others may compromise the care of the pafient.

D.5.5 Consultants are required to have indemnity insweardndemnity to cover
risks to patients in their practice, and this ipi¢glly available from medical
defence unions or from a smaller number of commakmsurance providers. PH
providers (including PPUs) generally establish nesgnents regarding levels of
insurance coverage to be carried by consultantdigireg in their facilities® Spire
understands that consultants’ premiums have inedeagnificantly over the past
few years. This increase may be connected withattexdotal observation of an
increase in the number of procedures carried olgds/experienced surgeons. The
transfer of volumes to less experienced surgeons mdurn, be connected either
directly or indirectly with open referral arrangem® and reduced fee
arrangements stipulated by PMIs.

D.5.6 L&B suggests that Bupa has for many years beeméfacto regulator of
specialist fee rates by virtue of the fact thaseats specialist fee limits within its
policies that are widely accepted as benchmarksp®cialists and most other
insurers>® Some groups have criticised the fact that the Bepabursement levels
have not risen as fast as general inflation, ansome cases has resulted in very
substantial falls in reimbursement levels beingasem on consultants and patients
without reasonable notica.

GENERAL PRACTITIONERS

D.6.1 GPs are the first point of contact for most paseard act as a gateway into
secondary care. Their onward referral responsasligive GPs a pivotal role in
shaping the remainder of the healthcare systemng&sato the healthcare system

52
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In a survey conducted for the OFT, GHK found tnr a quarter of consultants noted an instance
where a PMI provider would not allow them to trgatients at their preferred facility (GHK,
Programme of Research Exploring Issues of Privagalthcare Among General Practitioners and
Medical Consultants: Survey Analysis Report for @féice of Fair Trading (August 2011) at p.
79).

Coverage for consultants’ NHS work is providedemthe State Clinical Negligence Scheme.
L&B, p. 92-93.
L&B, p. 93.
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in England mean that the GPs will have increassdamsibility in the future, such
as purchasing healthcare from secondary healtipcavéders.

D.6.2 There are about 10,300 GP practices operating @at@ritain and about
40,000 GPs working within them, in addition to reg;sother health professionals,
receptionists and so forth. Total expenditure amegal practice for England is £8.3
billion. All must be compliant with CQC regulation.

D.6.3 Around 3% of all GP consultations by UK residents privately funded
and this figure has remained relatively static cateleast the last 30 years. Private
General Practice must compete at full price witlfree’ public sector alternative
available to everyone within the UK. Because NHS €&#Pvices are generally
regarded as adequate, the private GP market is rasshdeveloped than the
private acute medical/surgical healthcare. Mosiepts therefore begin by seeing
an NHS GP who will refer them to a consultant ithei the NHS or a private
facility.

PMI COMPANIES

D.7.1 There are four main insurance companies offering PMhe UK: Bupa,
AXA PPP, Aviva, and Pruhealth and a few smaller pames. Demand for PMI
fell by 3.8% in 2010, reaching a total of 3,962,0€k{bscribers or 11.1% of the
population®® The average price paid for private medical covas estimated at
£1,026 in 2010, increasing by 1.4% in real termerdhe year! Claims paid to
private medical cover subscribers fell by 4.3% eéalrterms and, as such, gross
margins for private medical cover providers incegagrom 20.5% to 21.6% in
calendar year 201%.

D.7.2 The following table sets out the shares, by revepfi®MI companies in
the UK.

PMI Shares™

Company Revenues (2010, £m) | Share (%)
Bupa 1,493 41
AXA PP 918 25
Aviva 402 11
PruHealth (includes Standard Life Healthcare which 387 10.5
was acquired in August 2010)

WPA 97 25
Simplyhealth 89 2.5
CIGNA 63 15
% L&B, p. 168.

> L&B, p. 169.

% |&B, p. 170.

% L&B, p. 206.
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Exeter Friendly 41 1

CS Healthcare 23 0.5
Other Insurers 128 35
Total 3641 100

D.7.3 PMI companies have introduced a number of coshgawiitiatives: many
PMI companies, including Bupa, AXA PPP, Standarde LHealthcare and
Simplyhealth, have introduced narrower hospitaivoeks®® (Indeed, a number of
these more restricted networks have excluded a eumb so-called “solus”
hospital sites.) Insurers typically offer finaridiacentives to patients to be treated
by the NHS instead of privately (a perfectly legete practice).

D.7.4 In addition, PMIs have introduced initiatives such

(@) ‘open referrals’, where GPs refer a patient on égosdary care without

nominating a specific consultant. This generallipves PMIs to direct
patients to particular consultants, based on tfe®r levels, who may not
necessarily be the choice of the patientf&GP;

(b) ‘managed care programs’, which allow PMIs to mantmgeend-to-end care

pathway of a patient; and

(c) ‘speciality networks’, which arise where PMIs haeadered for and created

specialist groups of facilities to deliver a speciine of services (e.g. cataract
surgery).

D.7.5 In summary, Spire would note that the balance betweost savings and
patient choice is complex: L&B has suggested ithigt“a rather odd paradox that
insurers have increasingly focused on directingepts through networks at a time
when successive governments have looked to faeilifacice for NHS patient$?
This is a view to which Spire also subscribes -egithat private healthcare is
fundamentally about providing choice and accesspéirents, it is odd that PMI
providers have been seeking to restrict patieniceho In Spire’s view, this is
unlikely to increase the attractiveness of privaalthcare to existing and potential
customers.

D.7.6 PMI patients are typically the most significant smmiof revenue for PH
providers. As such, PMI recognition plays an intaot role in the development of
services.
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L&B, p. 89.
The open referral patient pathway is explaineshare detail ilAppendix E.
L&B, p. 89.
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APPENDIX E:

PATIENT PATHWAYS

E.1.1 The typical patient pathway can be summarised Bowe (each of these
steps is discussed in more detail below):

(@) GP consultation;

(b) Referral to consultant;

(c) Appointment with consultant; and
(d) Surgery and follow-up.

E.1.2 Traditionally, a patient initially seeks treatmdmim a GP, who then, if
necessary, refers the patient to a consultant. mbgrity of primary care is
provided through the NHS, although patients can séek treatment with a private
GP. At the point of referral, the patient may tipbe referred to either the NHS or
a private healthcare provider. There are manyfacghfluencing this choice:

(@ The availability of treatment: many NHS trusts aestricting access to
certain procedures, sometimes referred to as puoesdf “limited clinical
effectiveness”, although patients and consultantsuldv generally not
characterise them as such. Affected procedurdsdachernia treatments,
surgical treatment of varicose veins, surgicalasel treatment for a range of
skin lesions (e.g. warts and cysts), tonsillectoadenoidectomy, surgery for
sleep apnoea, cataracts, hernia repair, test®fdirming diagnosis of irritable
bowel syndromé&?

(b) NHS performance: NHS waiting times remain one &f kiey factors driving
patients to seek private healthcare. Other facffesting patient decisions
include infection rates at NHS faciliti€.

(c) Initial site of admission: some patients may ifl§iseek treatment at A&E.
These patients do have the option of transferongrivate care, but some may
choose to remain in the NHS for the duration ofrttreatment.

(d)  The level of knowledge of GPs/patients about pevealthcare.

(e) Whether even those GPs who are informed about tprili@althcare offer
private options to their patients. A survey conddobn behalf of Spire found
that 40% of GPs surveyed stated that they wouldasktpatients if they even

3 See, for example, http://www.nottspct.nhs.uk/mg-services/drugfunding/766-commissioning-
policy-procedures-of-limited-clinical-value.html.

4 L&B, p. 107.
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have private medical insuran®.A survey conducted by Opinion Leader for
the OFT similarly found that many respondents comtetk that GPs did not

always discuss private options proactively and, timed minority of cases, GPs
even showed resistance to patients going privadenaame seen to favour NHS

treatmenf®

E.1.3 Spire distributes Consultant directories to allerghg practices. These
outline all Consultants practicing at a Spire hta@nd their sub-specialty, as well
as clinics available and contact details. Oth&rmation is distributed to GPs on
an ad hoc basis, for example: guide price listsy services and facilities, and
education events held by the hospital.

E.1.4 Further information is also made available to GRsSpire’s website and
GP Connect. GP Connect provides information on Gltensts, details of education
events and contact details and allows GPs to cefiane.

Pathway for PMI-funded patients

Traditional pathway-PMI

Any residual
costs/shortfall
from patient

Appointment
with
Consultant

GP Referral to

Surgery +
follow up pursued by
hospital and or

Consultant 1)

consultation Consultant

Patient pre- Patient pre-
authorisation by authorisation
phone* by phone*#

*Patients do not always do this
# Hospitals also endeavour to pre-authorise (although confirmation of cover not a guarantee of payment from PMI)

1)i.e. patient excess or co-payment, or patient items eg newspapers

E.1.5 A patient will normally seek treatment initiallyoim a GP, who then, if
treatment is required, refers the patient to a witaast. In the majority of cases, a
GP will refer a patient to a named consultant.

% GP Survey, October 2011.

% Opinion LeaderThe Patient Journey: Research to support the Ofpfigate healthcare market

study (August 2011) at p. 23.
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E.1.6 A patient with PMI coverage seeking private treatmaill typically need
to seek authorisation from their PMI provider priortheir initial appointment with
the consultant recommended by their GP (patienfissametimes fail to seek this
authorisation). It is important to note that auibation is a confirmation of cover
and not a guarantee that the PMI will pay the costeeatment.

E.1.7 Following an initial consultation with the consulta the patient will
typically need to contact their PMI provider agam seek authorisation for the
recommended course of treatment.

E.1.8 At any point, the patient could elect to seek treait through the NHS
rather than a private provider.

E.1.9 Following treatment, the PH facility will issue itsll. PH providers will
separate charges covered by PMI (such as opethiadre charges) from charges
not covered by PMI (such as meals for guests) ssuki separate bills to the PMI
and the patient for these charges.

E.1.10The PMI may identify additional items on its bifiat it determines are not

covered (e.g. excesses, amounts above annuabfeespnsultant fees in excess of
the amount the insurer will fund). Such charge®reto the hospital or consultant,

which or who then needs to pursue payment froneeitie PMI or the patient.

E.1.11In addition to the traditional PMI patient pathwagt out above, several
insurers have introduced new approaches in antefforeduce re-imbursement
costs. On most of these pathways, rather thanrireethe patient to a named
consultant, which would happen in the majority tfey cases, the GP completes a
patient referral form specifying the patient's @metng condition and the type of
consultant (by specialty, but not by name) thatghient should see:

(@) open referralfused by Bupa): these differ from the traditioRMl patient
pathway because the GP refers the patient to sacpncare without
nominating any specific consultant. The GP simmgntifies the type of
consultant specialty that is required. The patibah contacts Bupa, who will
typically offer the patient a choice of 2 or 3 fassured consultants (i.e.
consultants committed to charging within Bupa feets). Bupa assigns these
consultants a rating reflecting the match betwéertteatment required by the
patient and factors such as the consultant’s sipgcand the specific special
interest of the consultant. The patient must thelect one of the nominated
consultants. Once the selected consultant hasmreended a course of
treatment, the patient will have to again seek@ughtion from Bupa.

(b) direct referrals:this is another type of referral where the GP weller the
patient to secondary care without nominating a ifipeconsultant. After
receiving a GP referral, the patient contacts hikery insurer, who provides
the patient with a list of hospitals at which thatipnt may be able to seek
treatment. The patient selects a hospital andirtberer then contacts the
patient’s preferred hospital to confirm the caseitleand the hospital’s ability
to treat the patient. The hospital must selearesgltant who is committed to
a known fee level and arrange an appointment fergatient: there is, of
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course, no guarantee that the hospital will be &blgource a consultant who
will charge within the stipulated fee levels.

(c) fee-capped referralghis pathway has been introduced over the past giea
two by some PMlIs, including Bupa and AXA. Agaimtipnts will typically
start by seeking treatment from a GP who, in thpritg of cases, will refer a
patient to a named consultant. The patient themacts his or her insurer to
obtain pre-authorisation. The insurer may thermrmf the patient that the
consultant recommended by the patient's GP is kntovcharge fees higher
than the insurer fee limit and that, therefore,calhsultant fees may not be
covered by the patient’s insurance. The PMI magest another consultant,
who does charge within the PMI's limits, to theipat. The PMI may also
direct the patient to a third party, such as Alti@rsurgical, who will source a
fee-compliant consultant and get back in contath te patient.

E.1.12These alternative pathways represent cost containateempts by insurers.
Spire recognises the interest of insurers in Imgitiheir costs, but is concerned that,
in some instances, these pathways may unnecess$ettidy patient choice and
access to the most suitable consultants or treasmépire also accepts the
potential argument that such cost containment calsld be in the interest of actual
and prospective patients as a group, but wouldssttieat this argument is only
valid if the benefit of the reduced costs is clgapassed on to actual and
prospective patients in the form of lower premid/animproved policy coverage,
and is not otherwise retained by the insurers.

Pathway for self-pay patients

Self Pay package price patient

Patient contacts
haospital or
medical Price of
Patient ma secretary to rocedure
-:ttend G;y obtain grl.:li de w‘:ﬂ]pg;:ﬂt:l:ﬁ:;t ccn?‘lrmed“ and
consultation® price for patient makes

procedure i and payment

make out-patient

appointment

Surgeny & foliow-
up™

*GP Consultation & not always required but in many cases patients consult their GP

+(Mten multiple providers are contacted and patients compare price, facilities and surgeons before making their
decision

**Patients are explained what is and is not included in package price

APatient pays for any miscellaneows items (items not included in package price, such as newspapers or visitor meals)
post surgery

E.1.13Most self-pay patients will make an initial appoi@nt with their GP. The
GP will, if treatment is required, refer the patiém a consultant or a hospital and,
in the majority of cases, the referral will be tonamed consultant. It is not,

LON21719770 140557-0021 Page 64



NON-CONFIDENTIAL VERSION

however, always necessary for the patient to liyt@onsult his or her GP (e.g. for
cosmetic surgery procedures).

E.1.14The patient contacts the hospital or the consuftamedical secretary to
obtain a guide price for the procedure and to makeout-patient appointment.
Patients often contact multiple providers, and carapprices, facilities and
surgeons before making a decision.

E.1.15The patient will then meet with the consultantdorinitial consultation and
the consultant will recommend a course of treatnfamtihe patient.

E.1.16 Most self-pay patients are charged a package foicekeatment. A small
number of self-pay patients are charged on an #ednbasis. Patients may end up
on a non-package price pathway due to the healtheopatient, the request of the
consultant, or the complexity of the procedure.

E.1.17At the point of initial consultation, the price tiie procedure, and (for
package prices) items that are included or exclUddeu the package price, are
confirmed to the patient and the patient paysHertteatment. A patient paying on
an itemised basis will pay a holding deposit, whishcalculated based on the
estimated price of the procedure, with adjustméatsany significant expected
deviations, such as a longer than usual stay ihaseital.

E.1.18Following treatment, a patient paying a packageepwill be billed for any
miscellaneous items not included in the packageeprsuch as newspapers or
visitor meals. A patient paying on an itemisedibasill pay any outstanding
amount on the bill, or be refunded for any exceBatients are provided with a
daily bill while in hospital to allow them to ke#&ack of costs.

E.1.19As with PMI patients, self-pay patients can, at @oint, choose to switch
to NHS.
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Acute PH Facilities

AXA-PPP

BMI Healthcare
BUPA International
CC

CPUK

CQC

CT
ECN
ENT
ESWT
GHG
GHK

GMC

GP

HALO

HCA International
Limited

HDU

HIS

HIW

HIW

HMT
HPA
ICU
IFSO

ITU
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APPENDIX F
DEFINED TERMS
Dedicated operating facilities for surgical procestu under
anaesthesia
Private medical insurer
Private healthcare provider
Private medical insurer
Competition Commission
Cancer Partners UK

Care Quality Commission regulating both PHPs anblipicare
providers

X-ray computed tomography

Extended choice network

Ear, Nose & Throat specialism

Extracorporeal Shock Wave Therapy

General Healthcare Group, provider of private lnealte

ICF GHK, the brand name of GHK Holdings Limitedasnulti-
disciplinary consultancy firm

General Medical Counsel

General Practitioner

Haemorrhoidal artery ligation operation
Private healthcare provider

High Dependency Unit

Healthcare Improvement Scotland, an independentilatyy
body for all healthcare in Scotland

Health Inspectorate Wales, an independent regylditody of all
healthcare in Wales

Health Inspectorate Wales, an independent regyldtody of all
healthcare in Wales

Hospital Management Trust
Health Protection Agency
Intensive Care Unit

International Federation for the Surgery of Obeaitg Metabolic
Disorders

Intensive Treatment Unit
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IVF
[X<]
L&B

LFC
Managed Care

MRI

NHS

[<]

Nuffield Health
Obera balloon
OFT

OoP

OPD

PET Scanner
PH

PHIN

PHPs

PIP implants
PMIs

PPUs
PROMS

Ramsay Healthcare
Spire

SSD

SSNIP

TAVI

Theory of Harm

YAG Laser
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In vitro fertilisation
[<]

Laing & Buisson, providing intelligence on the Hbahre market
across the UK

London Fertility Centre

A variety of techniques used by PMIs to reduce wedi
reimbursement costs. These include open refatiralct referral,
and “fee capped” programs.

Magnetic resonance imaging

National Health Service

[<]

Private healthcare provider

Weight loss treatment

Office of Fair Trading

Out Patient

Out Patient Department

Positive emission tomography scanner
Private healthcare

Private health information network (previously krmoas Hellenic
Project)

Private healthcare providers

Poly Implant Prothése breast implants

Private medical insurers

NHS private patient units providing private headthe

Patient reported outcome measures- the resultsreéys carried
out across the sector

Private healthcare provider

Spire Healthcare Group

Sterile Services Department

Small but significant non-transitory increase ircer
Transcatheter Aortic Valve Implantation

Area that the CC has identified as potentially hialy
competition

Laser eye treatment
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