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Future of IVF: 
public or private?
Candesic’s Dr Leonid Shapiro and Loic 
Llamas examine how the line between 
private and NHS fertility clinics is blurring 

finance

S
ince 1978, when the first test 
tube baby was delivered by 
Dr Edwards and Dr Steptoe, 
in vitro fertilisation (IVF) has 

become a common procedure that has 
given life to over five million people 
globally. In the UK, the birthplace of IVF 
(Dr Edwards was a fellow at Cambridge 
University), more than 50,000 women 
undergo IVF every year. Ever since IVF 
has been nationally sanctioned by the 
NHS, growth has been almost 7% per 
year (figure 1). 

However, the nature of IVF provision is 
changing. What seems to have developed 
is a blurring of the boundaries between 
private and NHS clinics, and investors are 
flocking to reap the opportunities inherent 
in this immature and unconsolidated 
industry. Candesic has worked on the two 
largest private equity investments within 
IVF and this article details some of our 
findings. So what does the future of the 
UK IVF market hold? As the industry 
consolidates will private companies 
acquire NHS clinics; or will innovative 
and forward thinking NHS trusts move 
to actively targeting private paying IVF 
clients alongside their NHS work?

Market development
Back in 2004, when the National Institute 
of Clinical Excellence (NICE) introduced 
guidelines to make IVF standard NHS 
care, it was an uncommon procedure 
undertaken by about 30,000 women 
each year in the UK. That figure is 
forecast to have doubled in 2014. Such 
high growth is driven by a myriad of 
positive demand factors: demographics, 
lifestyle choices, increased prevalence of 

sexually transmitted diseases (STIs), and 
technological advances. 

Lifestyle choice is the largest driver of 
IVF. Fertility reduces significantly with 
age and women have consistently delayed 
both marriage and childbirth in exchange 
of developing their careers and remaining 
independent. In England and Wales the 
average age of a mother having her first 
birth was 25 in 1990; it is now 28. This 
trend is more prevalent in large cities 

fiGuRe 1
MARKeT eVoLuTioN

Source: Human Fertilisation & Embryology Authority, Candesic analysis
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where there are more female professionals. 
As women wait until an older age to try to 
get conceive, the mean age of IVF patients 
has increased from 32 in 1991 to 35 today. 

 Other lifestyle drivers of IVF are poor 
eating habits and sedentary lifestyles. These 
both contribute to obesity, which has been 
proven to affect fertility. Many clinical 
commissioning groups (CCGs) will not pay 
for IVF on otherwise eligible patients who 
have a high body mass index (BMI) and 

require them to lose weight and try again 
before seeking IVF. Over the past decade, 
the number of women with a BMI of over 
40 (morbidly obese) has risen by 5% each 
year, driving down fertility. 

Sperm count and quality has also reduced 
over the past decade. In a study looking at 
over 26,000 men over 16 years, sperm count 
was found to have dropped due to smoking 
habits (smoking reduces sperm count by 
15%), drug use (reduces sperm mobility and 

Increasing IVF market 
especially post publication of 

2004 NICE guidelines
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fiGuRe 2
iVf* CYCLeS BY AGe

%, 2011

* includes stimulated IVF with or without ICSI
Source: Human Fertilisation & Embryology Authority, Candesic analysis

increases number of abnormal sperm, as 
well as halves the count) and emotional 
stress. 

Pelvic Inflammatory Diseases (PID) are 
also a leading cause of infertility. About 
20% of PID patients become infertile 
due to developing blocked fallopian 
tubes despite their PID being cured. 
PID is mainly caused by chlamydia and 
gonorrhoea, two STIs that have become 
more prevalent in England over the past 
five years. 

Technology advances play an important 
part in IVF demand. Perhaps the most 
important one is ICSI (intracytoplasmic 
sperm injection, a technique where a 
single sperm is injected directly into an 
extracted egg cell). ICSI is used to treat 
male infertility which is the cause of 

a couple being unable to conceive in 
a third of cases. Thereby the advent of 
ICSI has almost doubled the market for 
IVF. Almost all IVF clinics in the UK 
offer ICSI for an additional cost. Other 
advances such as mild or natural IVF, 
preimplatation genetic diagnosis (PGD), in 
vitro maturation (IVM), and mitochondria 
replacement has either made IVF safer 
or enabled couples with genetic diseases 
more likely to conceive a healthy child. 

And, there is significant room to grow. 
The UK IVF rate is only 0. 88 cycles per 
thousand population whereby countries 
like Denmark, and Belgium, where IVF 
is fully reimbursed by the state, rates 
are over three times higher. In fact, 
after dental tourism, IVF tourism is the 
most popular as UK patients go typically 

to Scandinavian or eastern European 
countries where IVF is mainstream and 
prices are lower. 

iVf provision
There are 38 private and 32 NHS IVF 
clinics in the UK. These clinics performed 
over 60,000 cycles in 2011, roughly split 
equally between them. However, private 
clinics performed twice as many cycles 
on women 40 years and older than NHS 
clinics (figure 2).  This is not surprising 
given the NICE guidelines limiting public 
funding to women under 40, however, 
NHS clinics still treat one in eight 
women over 40, who are not funded by 
the NHS. This is because NHS clinics 
have a significant part of their revenue 
from private payers (about a third by 
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* includes stimulated IVF with or without ICSI
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As demand has 
risen, NHS clinics 
have focused on 
younger women, 
allowing private 

providers to capture 
of the older female 

market
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CLiNiCAL PReGNANCY RATeS PeR iVf* CYCLe 

%, 2011

* includes stimulated IVF with or without ICSI
Source: Human Fertilisation & Embryology Authority, Candesic analysis
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fiGuRe 5
DiSTRiBuTioN of CLiNiCS BY SuCCeSS RATeS*

% clinical pregnancy, 2011

* includes stimulated IVF with or without ICSI
Source: Human Fertilisation & Embryology Authority, Candesic analysis
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fiGuRe 7
LARGeST CLiNiCS

Number of cyles*, 2011

70%

COLORECTAL CANCER

1

1

* ICSI 
Source: Human Fertilisation & Embryology Authority, Candesic analysis 7

NHS Private

Total cycles

The Lister Fertility Clinic 2,355

Oxford Fertility Unit 1,829

Bourn Hall Clinic 1,691

Hewitt Fertility Centre 1,619

IVF Hammersmith** 1,544

The Leeds Centre for 
Reproductive Medicine 1,404

Guys Hospital 1,287

Care Manchester 1,227

Barts/London Centre for 
Reproductive Medicine 1,219

Assisted Reproduction 
and Gynaecology Centre 1,213
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our estimate). And the reverse applies to 
private clinics (we estimate typically just 
over a third of private clinic revenues are 
publicly funded). However, this varies 
widely: many private clinics treat very 
few, if any at all, public patients. And 
conversely, there are many CCGs who 
commission private clinics to deal with 
the vast majority of their IVF demand. 

What this means, as is happening 
elsewhere in the NHS, is that there is a 
blurring of the line between public and 
private sectors. Some private clinics 
already outsource their egg collection and 
embryology to NHS clinics. We expect 
this to increase and to also see more NHS 
clinics targeting private payers and for 
private clinics to seek more publicly paid 
work from CCGs. This is driven by several 
factors. 

NICE has recently published revised 
guidelines for IVF, stressing that all 
women under 40 should be offered three 
cycles, and women 40-42 be offered one 
cycle paid for by the NHS, the latter being 
a completely new guideline. The new CCG 
structure and guidelines should see more 
publicly paid IVF treatment in the coming 
years, particularly for older women. This 
should realign growth in the 40+ NHS 
segment with the rest of the market (figure 
3).  This is good for NHS clinics as they 
will capture more privately paid cycles 
that in the past went to private providers. 
This is because most older women will 
fail to conceive on their single NHS paid 
cycle, typically 85% them, and will have 
to pay privately for additional cycles, yet 

fiGuRe 6
BeST iVf CLiNiCS iN TeRMS of SuCCeSS RATeS*

Ranking, 2009-2011

* includes stimulated IVF with or without  
ICSI, clinics with more than 50 cycles

Source: Human Fertilisation & Embryology Authority, Candesic analysis

Sector <40 
y.o

40+ 
y.o.

Assisted Reproduction & 
Gynaecology Centre

Private 1 1

The Centre for Reproductive & 
Genetic Health

NHS 2 2

NURTURE NHS 3 6

CARE Northampton Private 4 24

CARE Nottingham Private 5 18

The Agora Gynaecology & Fertility 
Centre

Private 6 5

Hull IVF Unit NHS 7 20

CARE Sheffield Private 8 21

The Bridge Centre Private 9 16

Bristol Centre for Reproductive 
Medicine

NHS 10 17

CREATE Health Private 11 32

The Lister Fertility Clinic Private 12 12

St Jude's Women's Hospital Private 13 27

Oxford Fertility Unit Private 14 15

CRM London Private 15 26

Edinburgh Assisted Conception 
Unit

NHS 16 7

*includes stimulated IVF with or without ICSI
** Taken private in 2012 

Source: Human Fertilisation & Embryology Authority, Candesic analysis
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opportunities
What should investors and operators do to 
secure a greater share of the value coming 
from rising demand? We suggest the 
following...

 l Increase sales locations by opening 
more satellite clinics. Satellite clinics 
are used for sales, initial consultations, 
testing, and follow up. The cost of 
setup is much less than a full clinic 
(with an embryology lab and egg 
collection facilities), yet as IVF becomes 
more mainstream, clinic location and 
proximity will become more important 
to sales. Like cosmetic surgery, where 
‘sales’ clinics are located in ‘just off 
the high street’ locations. Procedures 
are done elsewhere, future IVF satellite 
clinics could also be located in easy-
to-reach urban locations, and be a 
powerful way to secure new clients.  

 l Professionalise marketing and sales 
operations. Many smaller operators 
and most NHS operators have poor 
marketing and sales operations 
compared to the larger, more 
professionally positioned larger private 
clinics. 

 l Private operators should consider 
taking over some NHS clinics.  The 
NHS is currently undergoing radical 
reforms, and some NHS trusts are 
looking to sell assets. Private providers 
may think about buying established 
NHS clinics, either to run on their own 
or to merge with their existing clinics. 
Such close private/NHS cooperation 
may also foster more CCG funding 
in private facilities. This has already 
started, with the IVF Hammersmith 
NHS clinic being acquired by a 
private chain backed by private equity 
investors.

 l Centres of excellence. With IVF 
customers being more internet savvy 
and comparison-focused than the 
average health customer, it may be 
advisable to develop the success rates 
along with the brand. This could be 
done by formation of clinical centres of 
excellence. This may take investment in 
embryologists, doctors, and equipment. 
As chains become larger and more 
commonplace, they will be able to 
better invest in making certain clinics 
exceptional in certain treatments. A top 
rated clinic would not just encourage 

UK custom but European customers as 
well. 

The year 2013 may well be an important 
year, not because of the death of the IVF 
inventor Dr Edwards, but because of the 
birth of a different IVF market – with NHS 
and private clinics competing directly 
and/or working in partnership with each 
other for both CCG and private paying  
clients. n

they are unlikely to switch clinic. 
NHS clinics are also becoming better 

marketers, improving their websites, 
advertising online and in print media, 
and offer a more private ‘feel’ service to 
patients. Some NHS clinics are giving 
private clinics a run for their money; four 
of the top 10 most successful IVF clinics 
are NHS providers. It is only a matter of 
time before the private elements of the 
service catch up with the already high 
clinical elements and that combined with 
NHS providers’ strong branding, will 
make them strong competitors for private 
patients. 

On the flip side, the NHS will pay 
for more IVF treatment in the coming 
years and in many locations there is 
not enough capacity in NHS clinics. 
This, combined with the fact that IVF 
is often self-referred with any qualified 
provider (AQP) leveling the playing field, 
makes private providers well positioned 
to go after the increase in publicly paid 
patients. 

Success rates
NHS clinics have slightly lower success 
rates (figure 4), but these vary widely by 
clinic and many NHS clinics have higher 
success rates than many private clinics. 
In fact, going to a top 10 NHS or top 10 
private clinic (29% of supply) increases a 
women’s chance of conceiving by a third 
(figure 5).  

While success rates are not the 
only driver of choice, they are very 
important and, as such, less successful 
clinics should seek to improve their 
operating procedures to reduce the 
gap between them and top providers. 
Candesic conducted various surveys of 
IVF patients and we found that patients 
are happy to travel up to two hours to 
receive IVF treatment, meaning that 
quality and well marketed IVF clinics 
have a wide catchment from which to 
win work. 

Success rates also vary by age. Some 
of the top clinics for women under 40 
are much lower down in the rankings 
for success in older women (figure 6). As 
expected, the two recent IVF acquisitions 
by private equity firms, Care Fertility 

(Bowmark Capital) and Create Health (Isis 
Equity Partners), all have their clinics 
ranked in the top 15 in the country. 

Size and location
A typical private IVF clinic turns over £2 
million and makes an ebitda of £400,000-
£500,000. There are a few chains, the 
largest being Care Fertility with four 
full clinics. The rest are single clinic  
facilities. 

However, many clinics have opened 
satellite units where non-embryology 
activities are performed (such as 
consultations and diagnostics). The larger 
clinics may be three or four times this size 
but still most only generate less than £2 
million ebitda. This is low for most mid-
market investors, but there is significant 
scope to grow volume per clinic and to 
consolidate clinics. Many of the larger 

players are NHS providers (figure 7) and 
there is no reason why more private 
clinics should not grow to match their 
size. However, size does not equal success 
rates. 

There does not appear to be a correlation 
between the number of cycles a clinic 
performs and its success rate (figure 8). 
Operators should therefore focus on being 
better rather than larger; however, scale 
does, obviously, bring cost synergies. 

The better clinics tend to be located in 
London. Women treated in London are 
15% more likely to conceive compared to 
outside London (figure 9). What do London 
clinics do better? It may not necessarily be 
due to the clinic, as London, having more 
professionals, has a different demographic 
profile to the rest of the UK (figure 10). 
However, it may also be because London 
attracts better clinicians.  
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iVf* BY PATieNT AGe: LoNDoN’S WoMeN 
PRofeSSioNALS DeLAY CHiLDBiRTH

%, 2011

* includes stimulated IVF with or without ICSI
Source: Human Fertilisation & Embryology Authority, Candesic analysis 
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