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OTC-OTT

Cryopreservation of ovarian tissue procedure

Ovarian biopsy 
or oophorectomy

Slow-freezing Long-term storage

TRANSPORT
UP TO 24h

IVM

To be considered as experimental

Leonel et al 2019
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Permeable cryoprotectants Non-permeable cryoprotectants

Dimethyl Sulphoxyde (DMSO)
1,2- Propanediol (PROH)
Ethylene glycol (EG)

Disaccharides
Macromolecules 
(PVP, Ficoll, polyvinyl alcohol)
Proteins

Lowering the freezing point
Stabilizing proteins and DNA
Minimizing osmotic change

Increasing osmolarity 
Contributing to cell dehydration
Reducing toxicity of permeable 
cryoprotectants (counteracts osmotic 
stress)

Reduce Ice crystal formation
• Breaking cells membrane
• Increase intracellular volume
Reduce the osmotic stress

CP

H2O
H2O

Reduce Follicular AND stromal damage

Challenges
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sufficient permeation and dehydration to achieve protec-
tion from freezing injuries.

CPAs are divided into two categories [23]:
• Permeating agents: glycerol, dimethyl sulfoxide 

(DMSO), ethylene glycol, and 1,2-propanediol 
(PROH); these have a low molecular weight and can 
pass through the lipid bilayer of the cell membrane, 
although they do so more slowly than water

• Nonpermeating agents: sugars (sucrose, trehalose, and 
raffinose) and macromolecules (Ficoll and polyvinyl-
pyrrolidone), as well as proteins and lipoproteins; 
these remain in the extracellular solution, for they are 
large molecules, and help to promote controlled cell 
dehydration

In most slow freezing protocols for ovarian tissue, a 
combination of one permeating agent and one nonper-
meating agent is used. CPA concentrations are around 
1.5 M for the permeating agent (usually DMSO) and 0.1 
M for the nonpermeating agent (usually sucrose). Details 
on the protocols used by the leading groups working 
with OTC worldwide are presented in Table 1. Particu-
lar care should be taken regarding the permeation of 
CPAs in ovarian samples, as different types of cell and 
extracellular matrix compose the tissue. For instance, a 
higher equilibration period should be proposed for al-
lowing the CPAs to perfuse to the inner tissue areas. 
Also for this purpose, ovarian tissue biopsies are cut into 
thin strips.

Table 1. Slow freezing methods used by the most prominent groups performing fertility preservation worldwide

Country Base medium and 
supplements

CPAs Equilibrium Cooling curve Ref.

Belgium Minimum essential medium (MEM) + 
4 mg/mL HSA

10% DMSO 30 min at 0° C –2° C/min to –8° C, manual seeding, –0.3° C/min to –40° C, and –30° C/min  
to –140° C

67

Belgium Leibovitz L-15 medium 1.5 M DMSO
0.1 M sucrose

30 min at 4° C –2° C/min to –7° C, manual seeding, –0.3° C/min to –40° C, and –10° C/min  
to –140° C

68–71

Denmark PBS 1.5 M EG
0.1 M sucrose

30 min at 1° C 2° C/min to –9° C, manual seeding, –0.3° C/min to –40° C, and –10° C/min  
to –140° C

72–75

Portugal RPMI 1640 medium + GlutaMAX and 
15% FCS

10% DMSO 30 min at 4° C Overnight in a freezer at −80° C 76

Australia PBS + albumin 1.5 mol PROH
0.1 M sucrose

30 min at room
temperature

–2° C/min to –8° C, manual seeding, –0.3° C/min to –30° C, and –50° C/min  
to –150° C

77–79

Australia Dulbecco’s PBS 1.5 M DMSO
0.1 M Sucrose

80

France Leibovitz L-15 medium + 10% 
decomplemented patient serum

1.5 M DMSO
0.1 M sucrose

81

France Leibovitz L-15 medium + 10% FCS 1.5 M DMSO On ice for 15 min –2° C/min to –7° C, seeding, –0.3° C/min to –40° C, and –10° C/min to –140° C 82

Germany PBS 1.5 M DMSO +
1.5 M PROH

Increasing steps of 0.25 M  
up to 1.25 M of DMSO/PROH  
(7 min each) and then 1.5 M  
DMSO/PROH (30 min) at 37° C

–5° C/min to –3.8° C, –1° C/min to –5.3° C, –0.2° C/min to –6° C, hold  
for 20 min (autocrystallization), –0.3° C/min to –30° C, –0.1° C/min to –35° C, 
–0.3° C/min to –80° C, and –10° C/min to –110° C

83

Germany Leibovitz L-15 GlutaMAX medium + 
serum substitute supplement

10% DMSO 30 min at 2° C –2° C/min to −6° C, automatic seeding, –0.3° C/min to −40° C, –10° C/min  
to −140° C, stored at –150° C in MVE Vapor phase storage tanks

26

Spain RPMI 1640 + 20% human serum 1.5 M DMSO 10 min at 4° C in 0.7 M DMSO and  
10 min at 4° C in 1.5 M DMSO

–0.5° C/min to –7° C, automatic seeding, –0.5° C/min to −50° C, –5° C/min  
to –80° C, and –8° C/min to –120° C

84, 85

Spain M199 + 5% human serum 12.5% DMSO Not mentioned –1.5° C/min to –12° C, seeding, –10° C/min to –30° C, –5° C/min to –20° C, 
stabilization at –20° C for 5 min, −0.5° C/min to –50° C, −5° C/min to −80° C, 
and –8° C/min to –120° C

86

Sweden PBS 1.5 M PROH
0.1 M sucrose

Room temperature
(time not mentioned)

Using the programmable freezing device CTE 920 with automatic seeding at 
an optimal temperature (detailed curve not described)

87

Sweden Leibovitz L-15 medium + 10% FCS 1.5 M DMSO On ice for 15 min –2° C/min to –7° C, seeding, –0.3° C/min to –40° C, and –10° C/min to –140° C 88

Israel Oocyte wash buffer + 15% synthetic 
serum

1.5 M DMSO
0.1 M sucrose

30 min –1° C/min to –9° C, manual seeding, –0.3° C/min to –36° C, and –5° C/min  
to –140° C

89, 90

Israel Leibovitz L-15 medium + 10% HSA 1.5 M DMSO
0.1 M sucrose

30 min at 4° C −2° C/min to –9° C, manual seeding, –0.3° C/min to −40° C, and –10° C/min  
to –140° C

91

USA HEPES-buffered Dulbecco’s minimum 
essential medium (DMEM)-F12

1.5 M DMSO
0.1 M sucrose

30 min on ice –2° C/min to –7° C, manual seeding, –0.3° C/min to –40° C, and –10° C/min  
to –140° C

92

USA Leibovitz L-15 medium + 10% FCS 1.5 M DMSO On ice for 15 min –2° C/min to –7° C, seeding, –0.3° C/min to –40° C, and –10° C/min to –140° C 93

UK Leibovitz 1.5 M DMSO
2.5% HSA

30 min at 4° C –2° C/min to –9° C, manual seeding, –0.3° C/min to –40° C, and –10° C/min  
to –140° C

94

UK Leibovitz L-15 medium + 10% FCS 1.5 M DMSO On ice for 15 min –2° C/min to –7° C, seeding, –0.3° C/min to –40° C, and –10° C/min to –140° C 95

CPAs, cryoprotectant agents; DMSO, dimethyl sulfoxide; EG, ethylene glycol; FCS, fetal calf serum; HSA, human serum albumin; PBS, phosphate-buffered saline; PROH, 1,2-propanediol.

Slow Freezing Protocol
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Impact on follicular quality

Figure 1. Histological evaluation indicates no signi(cant difference between fresh and frozen/thawed donor tissues. (A) Whole slide scans of ovarian 
cortex tissue from the three donors. Shown are hematoxylin and eosin staining images for either fresh or frozen/thawed cortex pieces. Insets show 
representative follicles at higher magnification. Whole slide scan scale bars: 1 mm. Inset scale bars: 100 µm. (B) Follicle-stage distribution for the three 
donors’ fresh and frozen-thawed tissue, showing no differences across donors or tissue conditions. (C) Follicle densities, as counts per mm3, for 25 
sections in sample, compared across the fresh and frozen/thawed tissue strips from the three donors. No significant differences were found for Donor 2 
and Donor 3, while Donor 1 had a statistically signification difference, with P! 0.017. (D) Plot showing the percentage of morphologically normal 
follicles out of the total follicles for each slide analyzed, compared across the fresh and frozen/thawed tissue strips from the three donors. No 
significant differences were found. (E) Stromal cell density plot shown as the number of nuclei per area measured from each of the 10 slides analyzed 
for fresh and frozen/thawed tissue sections from the three donors. No significant differences in stromal cell density were found for Donor 1 and Donor 
3, while Donor 2 had a statistically significant difference with P≤0.0001.
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Single-oocyte RNA-sequencing analysis in fresh 
and frozen/thawed oocytes
After oocyte collection, we performed RNA sequencing for six 
groups of oocytes (n! 24 in each), corresponding to three donors 
and two experimental conditions (fresh and frozen/thawed), for a 
total of 144 samples. Samples were filtered to retain those with (i) 
number of genes detected >6400 and (ii) percentage of reads 

coming from mitochondria-coded RNAs <20%. Using these fil-
ters, we retained 129 out of the 144 samples, consisting of 19–24 
oocytes in each group for downstream analysis Table 1. The 129 
oocytes had an average library size of 2 592 529 reads, for an av-
erage of 11 816 detected genes.

In PC1–PC2 projection using 14 917 pass-QC genes (Fig. 3A), 
the six groups of samples overlap with each other despite some 

Figure 4. Genes and pathways underlying the small parallel shift between fresh and frozen/thawed oocytes. (A) Same PC1-2 projection as in Fig. 3A, 
with the mean position of the six Donor-Condition groups overlaid on top. (Note that the mean PCs for Donor 1 and Donor 2 are nearly identical for 
both the fresh and frozen conditions, with symbols shown on top of each other.) (B) Gene-level differential expression analysis between the fresh and 
frozen samples. Shown is the Volcano Plot of log2 fold-change (x-axis) and −log10 FDR (y-axis), with the black-dashed line represents the significance 
threshold of FDR <0.05. Colored dots are genes with FDR<0.05 (blue!higher expression in frozen; red!higher expression in fresh). (C) Pathway 
enrichment analysis of GO Biological Processes using LRPath. Similar to B, shown is a Volcano Plot with log2 of enrichment Odds Ratios plotted on the 
x-axis. Five GO terms of interest are labeled. Other, unlabeled terms colored in the same shade of red or blue are those with a similar theme as the 
terms labeled. For instance, other terms for mitotic cell cycle are in violet-red, and terms for chromosome segregation are in dark-red. Similarly 
highlighted are GO terms related to wounding (steel-blue), cAMP (blue), and extracellular (dark-blue). (D) Comparison of gene expression distribution 
between fresh and frozen/thaw for five selected DE genes associated with GO terms highlighted for frozen samples. (E) Similar comparison for 11 DE 
genes associated with GO terms highlighted for fresh samples.
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Machlin et al HR 2025
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SLOW FREEZING VITRIFICATION

Low concentration of 
cryoprotectants
Slow dehydratation 
(equilibration) 
Slow cooling (0.1-0.3°min)
Takes hours
Required specific equipment or 
alternatives as « Mister frost » 
should be more investigated

High concentrations of 
cryoprotectants
Very fast freezing 
(-23000°/min)
Time-saving
No special or expensive 
equipment required
Technical training

Slow freezing versus vitrification?
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Evidence: follicular survival

No difference in primordial follicular survival/ potentially better follicular environment
Large heterogeneity…

Kong et al 2025

Page 7 of 14Kong et al. Journal of Ovarian Research           (2025) 18:62 

Fig. 3 Forest plot for primary outcome (A) Forest plot for the follicular viability of traditional slow cryopreservation and vitri!cation (B) Forest plot for the 
proportion of intact primordial follicles of traditional slow cryopreservation and vitri!cation
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reported there was no di!erence in intact primordial fol-
licles between the two approaches.

Second outcome
The proportion of DNA fragmented follicles
"e proportion of DNA fragmented follicles of conven-
tional slow cryopreservation versus vitri#cation in the 5 
publications was analyzed. "e other 13 publications did 
not report the data of the proportion of DNA fragmented 

follicles. "e pooled results indicated that there was no 
di!erence in the proportion of DNA fragmented fol-
licles between the two approaches (RR = 1.20, 95% CI: 
0.94–1.54, I2 = 0.0%, P = 0.675 for heterogeneity, P = 0.151 
shown in Fig.$4A).

The proportion of stromal cells
"e proportion of stromal cells of conventional slow 
cryopreservation versus vitri#cation in the 3 publications 

Fig. 4 Forest plot for second outcome (A) Forest plot for the proportion of DNA fragmented follicles of traditional slow cryopreservation and vitri!cation 
(B) Forest plot for the proportion of stromal cells of traditional slow cryopreservation and vitri!cation
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Protocol standardisation?

SLOW FREZZING VITRIFICATION

Sheikhi et al, 2011; Chen et al, 2006; Fathi et al, 2017; Fabbri et al, 2016; Keros et 
al, 2009 ; Silber, 2015; Wang et al, 2008; Suzuki et al, 2015

DCV Cryopin or needles

Open metalic/plastic supportClosed-system

Page 6 of 14
Kong et al. Journal of O

varian Research           (2025) 18:62 

Table 2 Main method and outcome of the selected researches
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Vitrification versus slow freezing?

No established protocol
Only  few live birth 

reported 
(n=5)

Suzuki et al 2015
Silber et al 2018

Sanger et al 2024

More established 
protocol

Less risk of technical skill 
issue

More than 200 live birth 
reported

VITRIFICATION  
 

 
SLOW FREEZING
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through ovarian tissue transplantation (OTT). Although the
first child was born from in vitro fertilization treatment in
1978, the first birth from transplantation after OTC was not
until 2005 (5). Ovarian tissue cryopreservation was imple-
mented around the world as early as 1998 and expanded as
consortia like the Oncofertility Consortium, the Danish
Network, and FertiProtekt advocated for patients in desperate
need of alternatives to ovarian stimulation and embryo cryo-
preservation, because oocyte or egg cryopreservation was
considered experimental until 2012 (6). Luckily, there has
been significant foundational research that supports OTC,
and established processes to enhance oocyte survival have
been assessed using several cryoprotectant agents (7–10).
This work enables tissue processing laboratories to make
informed choices about techniques used for OTC.

Although this preservation technology has become
accepted because of the removal of the experimental label
by the American Society for Reproductive Medicine in
December 2019 (11), it is still not standardized. In fact, a
review of 103 institutions that perform OTC found that there
was a mixture of techniques for the processing, freezing, and
transplanting tissue (12). Adding to the complexity, it is
nearly impossible to distinguish the effects of the thaw from
the effects of the transplant because a snapshot of fixed tissue
at the thaw may not correlate with follicle survival. The crit-
ical steps of OTC processing include the cryopreservation
methods and media formulations, tissue processing size and
thickness, and quality control metrics used to define the

cryopreservation and thawing processes (Fig. 1) (13).
Although the thawing process contributes to the health of
the tissue, it will not be included in this discussion because
it heavily corresponds to the freezing protocol and media.

Two cryopreservation methods, control-rate freezing,
and vitrification, have been successfully used to preserve
human tissue that was transplanted and resulted in live
births. However, there is much less evidence of successful
pregnancies after OTC and OTT with vitrification because
they were implemented more recently (14). There is
continued clinical interest in vitrification techniques for
OTC because clinics that use vitrification for gametes and
embryos may not have control-rate freezing equipment.
There are pros and cons to both methods, including the
length of time needed for the freezing process, the type of
equipment used, the amount of cryoprotectant needed,
and the level of skill and experience needed for the process.
For example, vitrification cryopreserves the tissue more
quickly but uses a higher concentration of cryoprotective
agents than control-rate freezing. One main advantage of
control-rate freezing over vitrification may be that it allows
for the processing and cryopreservation of thicker tissue
pieces. Vitrification requires a thinner piece for efficient
liquid-to-glass state transition and for reducing the cyto-
toxic effects of cryoprotectants (15). This is less than ideal
for pediatric and adolescent ovaries that contain a higher
density of primordial follicles that are deeper than 1.5 mm
from the surface epithelium (16).

FIGURE 1

Ovarian reserve decline after transplantation graph inspired by (13). The decline in ovarian reserve occurs primarily during the transplantation phase
of ovarian tissue transplantation (OTT) after ovarian tissue cryopreservation (OTC). Factors affecting the ovarian reserve and tissue health at each
step in the process are noted below each step.
Gadek. View of ovary freezing and transplant. Fertil Steril 2024.

VOL. 122 NO. 4 / OCTOBER 2024 575

Fertil Steril®

Gadek et al, 2024

Limitation of the procedure
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• Orthotopic transplantation site (ovarian sites)  is favoured by all centers
• Subperitoneal pocket near the fallopean tubes favourated by many centers as 

alternatives site (primary site for FertiProtekt) 
• Vascularisation can occur at both cortical and medulla sites (Kirstensen et al 2022)
• No data to estimate the optimal quantity of tissue (follicles) has to be transplantated 

(1/3 ovary?)
• Low success rate using ART after OTT (1-7% LBR/started cycle)(Colmorn et al Cancers 

2022)
• No evidence in human for efficient treatment of the tissue or recipient to improve 

transplantation (Gadek et al 2024)

Improve the transplantation procedure?
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≥10 total number of transplantations (35.1%) compared to 
centres with <10 transplantations (25.4%). The utilization rates 
for cryopreserved ovarian tissue have been reported to be between 
3.9% and 8.7% (Jadoul et al., 2017; Hoekman et al., 2020; Erden et al., 
2024b). This low utilization rate is due to natural conception, con-
tinued disease or death, conception via the utility of frozen 
oocytes or embryos (when combined forms of FP were used), and 
fear of disease recurrence via transplanted tissues in haematologi-
cal malignancies (Erden et al., 2024b). However, given that many 
females have tissues cryopreserved at very young ages, the seem-
ingly low rate of utilization could also be due to limited length of 
follow up and is likely to increase with time. Despite the seemingly 
low utilization rates, the majority of patients felt that OTC had a 
positive impact on their quality of life and well-being during their 
treatment (Ozkavukcu et al., 2013; Leflon et al., 2022).

Approach to the ovarian transplant patient
Preoperative assessment before OTT requires a detailed evalua-
tion (Fig. 4) (Oktay and Turan, 2022). In a recent meta-analysis, it 
was reported that on average the transplanted tissue percentages 
in the first and second transplantations were 34% and 30% of one 
ovary, respectively (Pacheco and Oktay, 2017). Undoubtedly, as 
the post-transplant follicle survival rates improve, amount of 

tissue to be harvested and later transplanted will be less. Prior to 
the transplant, we place the patient on unopposed transdermal 
oestrogen for 4–6 weeks to enhance recipient site tissue vascular-
ization (Oktay et al., 2022a). Likewise, we administer low-dose as-
pirin 10 days before the surgery to prevent microclotting and 
better perfusion to the graft.

While orthotopic ovarian transplants have resulted in supe-
rior quality oocytes and embryos, the restoration rate and lon-
gevity of endocrine function appear to be similar to those with 
the heterotopic approaches (Oktay and Marin, 2024). Thus, 
orthotopic ovarian transplants should be preferred when the 
primary aim is restoring fertility. However, when the sole goal is 
endocrine restoration, or when orthotopic transplantation is not 
feasible, heterotopic transplants may be preferred especially 
since they are less invasive and can easily be performed under 
intravenous sedation. We have developed an algorithmic ap-
proach to the ovarian transplantation site selection (Fig. 5) 
(Oktay and Turan, 2022). One systematic review assessed the 
impact of ovarian cortical tissue sizes and dimensions on OTT 
outcome (Diaz et al., 2022). The mean time from OTT to ovarian 
hormone restoration was not different among the groups with 
strips, squares or fragments: 3.88, 3.56, and 3 months, 
respectively.

Figure 3. Techniques for ovarian tissue transplantation. (A, B) Ovarian cortical pieces are strung with a 5-0 delayed absorbable suture and mounted 
onto a polycellulose (Surgicel) frame. This construct is then wedged retroperitoneally in the ovarian fossa with the aid of anchor sutures. This 
approach was described in the report of the first successful cryopreserved ovarian tissue transplantation (Oktay and Karlikaya, 2000). (C) A variation of 
the approach is the deposit of cortical pieces in a retroperitoneal pocket in the pelvic side wall which we do not recommend as ovarian 
revascularization may be suboptimal. (D) Cortical pieces mounted onto a Surgicel frame, ready to transplant. (E) Grafting of ovarian cortical pieces 
onto denuded menopausal ovary. (F) Insertion of ovarian cortical pieces under bluntly dissected cortical cavities. (G, H) Suturing of ovarian cortical 
pieces onto an extracellular matrix scaffold (ECMS) followed by the anastomosis of that construct onto the bivalved menopausal ovary with robotic 
surgery. When the recipient ovary is atrophic, the transplant is extended onto mesosalpinx. (I) Ovarian cortical pieces constructed on an ECMS. (J) 
Heterotopic transplantation of ovarian cortical pieces to the brachioradialis fascia in the forearm or (K) between the rectus abdominus sheets. (L, M) 
Laparoscopic heterotopic preperitoneal transplantation to the anterior abdominal wall. (N) Robotic preperitoneal ovarian transplantation with the 
ECMS approach to the abdominal wall, following delineation of the recipient area with blue dye. This delineation is performed to localize the graft at a 
location suitable for future transabdominal oocyte retrievals.

Female fertility preservation | 13  OTT techniques

Sonmezer et al HRU 2025
The training is more important than the techniques…..
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Efficiency of the procedure

290 pregnancies and 189 
deliveries published in 2022

Pooled pregnancy rate 37% Pooled LBR 28%
(23-41%)

Khattak et al 2022
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Overall results are encourageing but return rate is low

Group Number of 
patients

Population characteristics Return rate Reference

Belgium UCL 545 patients 
(1997-2013)

0-39 years at OTC mean (22.3 ± 8.8 
years )

24 return for autotransplantation
(4.4%) and 21 performed the 
procedure
LB rate 33%

Jadoul et al, 2017

Sheba 
Medical 
Center

203/320 
patients
(2004-2015)

>20 years at the time of the follow-
up

18/320 patients performed 
autotransplantation (5%)

Lantsberg et al, JARG 2019

Sweden 221 patients 18-39 years 
(mean age 28.1 years)

Return rate of 5% Rodriguez-Wallberg et al, Acta 
Obst Scand. 2019

Denmark 1186
(1999-2020)

Age 0-43 years 117 patients performed OTT (10%)
106 for fertility restoration or 

improvement
10 for endocrine treatment
1 induced puberty

Kristensen S.G Fertil Steril 2021

FertiPROTEK 2475 patients 
(2000-2021)

Age 0-44 years at OTC 124 patients performed 
autotransplantation (5%)
Pregnancy rate 34.5%
LB rate 24.1%

Schallmoser et al, RBMO 2023
Emrich et al, Reprod Biol and 
endocrinology 2025

Melbourne 
IVF Australia

593 patients 
(1995-2022,)

>18 years old at the time of the study
Age 9-44 years old at OTC (mean 27.2 
(SD 7.3) years)

48 patients performed 
autotransplantation (8.1%)

Pregnancy rate to term 25%

Finkelstein et al, 2025
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TAKE HOME MESSAGE

• Oocytes cryopreservation is the first option to preserve fertility in adult women 

• Slow freezing remains the recommended technique to freeze the ovarian cortex 

• Although several approaches have been reported in experimental settings to improve transplantation, none are 
currently implemented in clinical practice.

• Ovarian tissue cryopreservation is an innovative and efficient  fertility preservation technique offering several 
advantages in children, adolescent  and probably young women but should not be offered to all…

?
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OVA-NET       SIG Fertility Preservation 

OvaNetOvaNetOvaNetOvaNet
A Global Consortium for Ovarian Tissue Cryopreservation

About OvaNetAbout OvaNetAbout OvaNetAbout OvaNet

OvaNet is a global consortium of centers specializing in
ovarian tissue cryopreservation and transplantation (OTC
& OTT), uniting international experts dedicated to
advancing the field of female fertility preservation.

Why was OvaNet initiated?Why was OvaNet initiated?Why was OvaNet initiated?Why was OvaNet initiated?

OvaNet was established to promote best practices and
coordinate clinical and research efforts aimed at
preserving and restoring fertility in girls and young women
at risk of fertility loss. Now is the time to come together—
to share our collective knowledge and expertise for the
benefit of patients worldwide.

To truly advance the field, we need a comprehensive
overview of global practices and ongoing activities. Only
through such collaboration can we begin to establish
consensus guidelines and elevate standards of care in
fertility preservation. Stine Gry Kristensen, Founder of OvaNet

"It is time to unite all our knowledge, expertise, and experience!”

Stine Gry Kristensen Founder of OvaNet

What’s our mission?What’s our mission?What’s our mission?What’s our mission?

Our mission is to offer the highest standard of counseling,
care, and guidance on fertility preservation for young
females at risk of premature ovarian insufficiency — based
on evidence, experience, and research across our
international network.

Together we can:

 Standardize reporting of reproductive outcomes after OTT

 Perform subgroup analysis according to diagnosis and age
of the patients

 Identify determining factors affecting the success rates

 Discuss consensus regarding cryopreservation and
transplantation techniques

 Improve the efficacy of freezing and transplantation
protocols

... and much more.

"My dream for OvaNet is to ensure that we provide OTC to the
patients who benefit the most—and that we make the OTC and

OTT procedures as effective as possible."

Stine Gry Kristensen Founder of OvaNet

Help Us Build OvaNetHelp Us Build OvaNetHelp Us Build OvaNetHelp Us Build OvaNet

On December 16, 2024, we held the inaugural OvaNet
meeting online — bringing together over 65 healthcare
professionals and experts from across the globe. The
enthusiasm, support, and engagement were truly
overwhelming. It’s clear that OvaNet resonates deeply
with the community — and the time to unite is now.

OvaNet aims to advance all aspects of OTC and OTT,
bridging clinical practice and laboratory science. To
achieve this, we need active participation from everyone
involved in the field — whether you're working in the lab,
treating patients, or conducting research. Your insights are
essential, and we need your help to identify the most
important questions to address within OvaNet.

We therefore invite you to:

 Become a member of OvaNet and register your profile – it
is FREE!

 Complete the survey on key challenges and unanswered
questions in OTC & OTT (the survey is available in the
Member’s Area once you have created a member profile)

We Need Your InputWe Need Your InputWe Need Your InputWe Need Your Input

Many unanswered questions exists in the field of OTC and
OTT:

 Which patients benefit most from OTC and OTT?

 How can we compare reproductive outcomes across
diagnoses, age groups, and treating centers?

 Can we improve transplantation protocols to maximize
follicle survival?

 Can we increase return rates for OTT?

 Are we offering adequate follow-up and long-term care?

 What are the success rates of OTC and OTT in
prepubertal girls?

With OvaNet we can start answering some of these
questions!

Your input is fundamental and will help ensure that
OvaNet addresses the most pressing issues facing our
community. Please complete the survey on key challenges
and unanswered questions in OTC & OTT in the Member’s
Area!

"Shaping OvaNet to achieve its full potential will be an ongoing
process — a journey I am looking much forward to embark on with

all of you!"

Stine Gry Kristensen Founder of OvaNet

Join OvaNetJoin OvaNetJoin OvaNetJoin OvaNet
Help shape the future of ovarian tissue cryopreservation worldwide — with no membership fee.

Become a MemberBecome a MemberBecome a MemberBecome a Member

Christiani Andrade Amorim, Co-Founder of OvaNet

OvaBasicOvaBasicOvaBasicOvaBasic

As the research arm of OvaNet, OvaBasic is committed to
driving the scientific innovation needed to improve ovarian
tissue cryopreservation and transplantation. While
OvaNet unites a global community of clinical and
laboratory experts, OvaBasic is the platform that ensures
our practices are grounded in evidence and continually
evolving through research.

We believe that transforming patient outcomes begins in
the lab. OTC has already changed lives, but there is still so
much to learn and improve.

At OvaBasic, our goal is to:

 Optimize tissue transport, cryopreservation and thawing
techniques for better viability and function.

 Improve revascularization and graft longevity through
advanced transplantation strategies and biomaterial
solutions.

 Identify predictive markers of ovarian reserve and graft
potential to guide personalized counseling and care.

 Incorporate emerging technologies, from organoids to
bioengineering, to model ovarian function and test
therapeutic interventions.

 Facilitate multi-center collaborative studies to generate
robust, translatable data that benefit all patients,
globally.

OvaBasic exists to ensure that the science keeps pace with
the clinic, so that every girl and woman at risk of fertility
loss receives the safest, most effective, and evidence-
based care possible.

This is how we turn promise into progress.

"Research is crucial! Without scientific progress, we cannot refine
protocols, personalize treatments, or understand the full

biological impact of our interventions."

Christiani Andrade Amorim Co-Founder of OvaNet

Governance of OvaNetGovernance of OvaNetGovernance of OvaNetGovernance of OvaNet

The goal is to built OvaNet on a clear and inclusive
governance structure designed to ensure effective
coordination, representation, and progress across the
consortium.

The management of OvaNet is anchored in a Coordinating
Board, composed of 4-6 representatives including the
chair and vice-chair. This board coordinate activities and
establishes foundational infrastructure, including the
website/communication platforms, funding strategies,
governance documents etc. An Interim Board will be
formed to initiate these efforts while the full structure is
being implemented.

Each participating country or major cryobank appoints 1–2
representatives — ideally including both a clinician and a
laboratory scientist — to form the Steering Committee.
This committee, meeting quarterly, provides defines
strategic direction, prioritizes goals, initiates position
papers, and ensures alignment with global partners such
as ESHRE, ISFP, FertiPROTEKT, and the Oncofertility
Consortium.

To tackle specific challenges and key questions, OvaNet
will establish Special Interest Groups (SIGs) — working
groups of 6–10 members focused on targeted topics such
as clinical outcome reporting, protocol standardization,
follow-up after OTT, global registry development,
research coordination, and educational outreach. These
groups meet bi-monthly and are led by an appointed chair
and vice-chair.

Finally, the General Assembly includes all OvaNet
members and meets biannually as an open forum to share
updates, discuss new initiatives, and shape the
consortium’s direction collectively. This structure ensures
broad engagement, transparency, and impact across the
field of ovarian tissue cryopreservation and
transplantation.

Coordinating BoardCoordinating BoardCoordinating BoardCoordinating Board

Chair, vice-chair and 2–4 representatives

Steering CommitteeSteering CommitteeSteering CommitteeSteering Committee

1–2 representatives from each country

SIG workingSIG workingSIG workingSIG working

groupgroupgroupgroup

6–8 OvaNet members

SIG workingSIG workingSIG workingSIG working

groupgroupgroupgroup

6–8 OvaNet members

SIG workingSIG workingSIG workingSIG working

groupgroupgroupgroup

6–8 OvaNet members

General AssemblyGeneral AssemblyGeneral AssemblyGeneral Assembly

All OvaNet members

The OvaNet PlatformThe OvaNet PlatformThe OvaNet PlatformThe OvaNet Platform

The OvaNet Platform was designed from the ground up to
meet the specific needs of this international network. From
accessibility to collaboration, every feature has been
thoughtfully built to support the mission of preserving
fertility worldwide.

As the developer behind the platform, and OvaNet’s first
employee, I'm proud to bring a unique perspective to this
work. With a background in reproductive science and over
a decade of experience in OTC research, I transitioned into
tech to build meaningful, pragmatic tools.

And this is just the beginning. OvaNet is continuously
evolving to become a true space for connection,
knowledge exchange, and shared purpose. There is a lot
on the way! We are building a platform shaped by — and
for — the global OTC community.

Janice Vilela, Developer of the OvaNet Platform

Current FeaturesCurrent FeaturesCurrent FeaturesCurrent Features

 Personalized dashboard with access to your profile and
affiliations

 Full directory of OvaNet members

 Overview of participating centers and institutions

 Manage your institutional affiliations

 Respond to collaborative surveys

Coming FeaturesComing FeaturesComing FeaturesComing Features

● Internal calendar with events and activities

● Secure document sharing and storage

● Private messaging system for members

● Internal Forum for member interactions

...and more.

"Life has a magical way of connecting the dots: being invited to
build this platform allowed me to unite my scientific roots with a

fresh, meaningful journey as a developer."

Janice Vilela Developer of the OvaNet Platform

Join OvaNetJoin OvaNetJoin OvaNetJoin OvaNet
Membership is completely free — all it takes is your willingness to contribute.

Become a MemberBecome a MemberBecome a MemberBecome a Member

OvaNet - Consortium of centers specializing in ovarian tissue cryopreservation

 

https://www.ovanet.org

Our SIG’s LinkedIn page Our SIG’s X page



8/12/25 x  Titre de la présentation (A MODIFIER DANS LE MASQUE)  x  18

Fertility Clinic
Catherine Houba and all the team
Onco-fertilité
Margherita Condorelli
Agathe Rabattu
David Pening
Fertility Lab
Necati Findikli
Giovanna Fasano
Anne Sophie Vanin
Jamila Birame

Research Laboratory 
on Human Reproduction

All the patients and the oncologists!

THANK YOU!


