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Abstract
Objective To investigate the occurrence of live birth
in women with Turner syndrome (TS) after ovarian
tissue cryopreservation in childhood followed by auto
transplantation in adulthood and to find reliable prognostic
markers for estimating the ovarian reserve in girls with TS
in the future.
Setting An observational cohort study with long-term
follow-up in a tertiary fertility clinic in the Netherlands.
Patients recruitment between January 2018 and
December 2021.
Participants 100 females aged 2 through 18 years
with classical Turner (ie, 45,X0) or Turner variants (ie,
45,X mosaicism or structural anomalies). Girls with Y
chromosomal content, minor X deletions with marginal
impact on fertility, active HIV, hepatitis B or hepatitis C
infection, and/or an absolute contra indication for surgery,
anaesthesia or future pregnancy will be excluded.
Interventions Ovarian cortical tissue will be harvested
by performing a unilateral oophorectomy via laparoscopic
approach. Ovarian cortex fragments will be prepared and
cryopreserved. One fragment per patient will be used to
determine follicular density by conventional histology,
and to perform fluorescence in situ hybridisation analysis
of ovarian cells. Routine chromosome analysis will be
performed on both lymphocytes and buccal cells. A blood
sample will be taken for hormonal analysis and all subjects
will undergo a transabdominal ultrasound to determine the
uterine and ovarian size. Patient characteristics, pregnancy
rates and pregnancy outcomes will be collected from the
patient’s medical record.
Ethics and dissemination The study protocol has
been approved by the Central Committee on Research
Involving Human Subjects in November 2017 (CCMO
NL57738.000.16).
Trial registration number NCT03381300.

Background
Turner syndrome (TS) is the most common
chromosomal abnormality among females,
affecting one in 2500 live born girls.1–3 Due
to the partial or complete absence of one of

Strengths and limitations of this study
►► Patients were involved in the initiation and design of

this study protocol.
►► The long-term follow-up of this study provides the

unique opportunity to study the efficacy of ovarian
tissue cryopreservation and pregnancy outcomes in
females with Turner syndrome.
►► The single-centre design could be a limitation.

the two X-
chromosomes the fetal development is affected, leading to abnormalities
in almost all organs including the gonads.4
Signs and symptoms vary among girls with
TS, and intelligence is generally normal.
The most common phenotypic features are
infertility, short stature and cardio-
aortic
malformations.
Females with TS are known to have a limited
reproductive lifespan due to an accelerated
loss of germ cells. This process starts during
the fetal period and continues until the point
when the ovarian reserve is empty.5 6 Previous
research has shown that primordial follicles
can still be found in the ovaries of young
girls with TS.7 However, in most females with
TS the ovarian reserve is exhausted before
reaching adulthood.6 Approximately one-
third of females with TS have some pubertal
development and 10%–15% will experience
one or more spontaneous menstruation
cycles.8–10 Spontaneous pregnancies occur
in approximately 2.0%–7.6% of women with
TS.11–15 Several interview studies16 17 show
that, regardless of age, uncertainty about
their fertility is one of the major concerns for
girls and females with TS and their parents.
While fertility preservation has garnered
greater attention in the media, physicians
are frequently asked whether these methods
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could also be used to preserve the fertility of patients with
TS.
Fertility preservation includes the cryopreservation of
the patient’s own gametes, either by preserving mature
oocytes or ovarian tissue containing primordial follicles.
Cryopreservation of mature oocytes (OC) is a proven
fertility preservation approach but requires ovarian
activity, a good ovarian reserve and psychological maturity.18 This method is limited to a small percentage of
females with TS, namely those who will be fertile after a
spontaneous onset of puberty and menstruation. Furthermore, the patient has to be emotionally mature enough to
undergo the procedure, which involves ovarian stimulation with exogenous follicle stimulating hormone (FSH)
administration followed by transvaginal ultrasound-
guided oocyte retrieval.18
Because of the limitations of OC in girls with TS,
ovarian tissue cryopreservation (OTC), appears to be
a more promising technique for fertility preservation
for this condition. The procedure can be performed
in patients with TS regardless of their age or ovarian
activity, and probably offer more females with TS the
possibility to store a number of primordial follicles
before their disappearance.19 OTC is a proven method
to preserve the fertility of young females at risk of iatrogenic premature ovarian insufficiency such as females
undergoing gonadotoxic cancer treatments.20–22 Auto
transplantation of cryopreserved-thawed ovarian cortical
tissue in cancer survivors has resulted in restoration of
ovarian function in 67%–93% of cases23–26 with reported
live birth rates (LBRs) between 25% and 33% per transplantation.24 25 27 28 A recent study with a limited number
of patients even reported a LBR up to 75%.26 Over the
past decades, several clinical guidelines29–38 and decision
tools39–44 for OTC have been developed for these patients.
From 2002, OTC procedures have also been performed
experimentally in at least 83 young females with TS.7 19 45–47
In approximately one quarter of females with TS, follicles were present.19 Unfortunately, optimal discriminative markers for the presence or absence of follicles in
females with TS are currently lacking. However, there is a
general agreement that the mosaic karyotype is the most
promising group to have ovarian follicles and to benefit
from fertility preservation.18 19 48 49
Furthermore, there are to date no published records of
girls with TS who have returned for autotransplantation.
As long as the efficacy of fertility preservation in females
with TS regarding future pregnancy and live birth is
unknown, experts might be reluctant to recommend
routine OTC procedures in females with TS.18 19 50 51
Exploring the efficacy of fertility preservation in
females with TS seems a logical next step.48 There is a
strong need for a structured observational cohort study
with long-term follow-up. This study should focus on the
efficacy of OTC in females with TS including pregnancy
rates and pregnancy outcomes, and on the development
of a reliable prognostic model for estimating the ovarian
reserve in females with TS. Ideally, a decision aid based
2

on the information needs of females with TS and their
parents should be developed with the aim to help them
to make a deliberate decision between OTC and the alternative options for future parenthood. This decision aid
should include a reliable prognostic model to estimate
the ovarian reserve in females with TS. Herewith, the
urgency of fertility preservation could be determined and
unnecessary surgical procedures can be avoided.

Objective
To investigate the occurrence of live birth in women with
TS after OTC in childhood followed by auto transplantation in adulthood and to find reliable prognostic markers
for estimating the ovarian reserve in girls with TS in the
future.

Methods
Study design
An observational cohort study with long-term follow-up
in a tertiary fertility clinic in the Netherlands. This study
 linicalTrials.gov. The study flow is visualis registered in C
ised in figure 1.
Study period
Recruitment started January 2018. OTC procedures will
be performed between January 2018 and December 2021.
We expect to end this study in 2071.
Interventions
Based on the international Cincinnati Turner Guideline Consensus Meeting, July 201652 and the consultation of Dutch cardiologists, paediatric cardiologists and
anaesthesiologists between 2016 and 2017, there are no
absolute cardiovascular contra-
indications for surgical
intervention and/or pregnancy. Advice against surgical
intervention and/or pregnancy should be based on the
patient-specific cardiovascular risk profile.
Therefore, all girls will undergo preoperative screening
and risk assessment by a paediatric cardiologist and paediatric anaesthetist. After this screening, they will be defined
risk participants or high-
risk participants
as either low-
based on their individual risk profile. High-risk patients
and their parents will be informed about their risks and
excluded from this study in order to ensure patient safety.
In low-risk participants the surgical procedure, followed
by a hospital stay of one night, will be planned.
Ovarian cortical tissue will be harvested by performing
a unilateral oophorectomy via laparoscopic approach. A
collaborating team of well-trained paediatric surgeons,
gynaecologists specialised in reproductive medicine,
and laboratory workers specialised in human ovarian
cortical tissue cryopreservation, will ensure safe and efficient cryopreservation of the ovarian tissue. Cryopreservation of the ovarian tissue fragments will be performed
according to the Dutch protocol ‘Cryopreservation and
Schleedoorn M, et al. BMJ Open 2019;9:e030855. doi:10.1136/bmjopen-2019-030855
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from the patient’s medical record. In the future, orthotropic transplantation of the auto graft is performed via
laparoscopic or laparotomic approach.21 54–56 Pregnancy
rates and outcomes will be collected from the patient’s
medical record.
Study population
The study population includes 100 females with TS.
Inclusion criteria
In order to be eligible to participate in this study, a subject
must meet all of the following criteria:
►► Girls and young females with classic Turner (ie, 45,X
monosomy) or Turner variants (eg, 45,X mosaicism,
ring X, isochromosome X, X deletions).
►► Aged 2 through 18 years.
►► Who completed the diagnostic work up phase of TS,
according to the international guidelines, including
routine cardiac screening.
►► Whose agreement to participate in this study has been
signed by both the parents (girls 2–11 years old).
►► Whose agreement to participate in this study has been
signed by the patient and her parents (girls 12–15
years old).
►► Whose agreement to participate in this study has been
signed by the patient (girls 16–18 years old).

Figure 1 Flowchart of study. AMH, anti Müllerian hormone;
FSH, follicle stimulating hormone; i(X), isochromosome X;
LBR, live birth rate; r(X), ring chromosome X; TS, Turner
syndrome; X del, X deletions; 45,X, 45,X Monosomy.

transplantation of ovarian tissue’ (Dutch Network Fertility
preservation, September 2012).
One cortex fragment per patient of approximately
8×5×1 mm will be used to determine follicular density
by conventional histology, and to perform fluorescence
in situ hybridisation (FISH) analysis of three different
ovarian cell types (oocytes, granulosa cells and stromal
cells).53 Routine chromosome analysis will be performed
on both lymphocytes and buccal cells. If follicles are
present, additional FISH analysis of urine cells will be
performed. Furthermore, a blood sample of 3.5 mL will
be taken for hormonal analysis (ie, FSH, luteinizing
hormone (LH), anti Müllerian hormone (AMH), oestradiol and inhibin B). All subjects will undergo a transabdominal ultrasound to determine the uterine and ovarian
size. Information such as the patient’s age and the spontaneous onset of puberty and menstruation will be collected
Schleedoorn M, et al. BMJ Open 2019;9:e030855. doi:10.1136/bmjopen-2019-030855

Exclusion criteria
A potential subject who meets any of the following criteria
will be excluded from participation in this study:
►► Girls and young females with minor X deletions
with marginal impact on fertility or Y chromosomal
content.
►► Girls with an active HIV, hepatitis B or hepatitis C
infection.
►► Girls with an absolute contra-
indication for undergoing a laparoscopic unilateral oophorectomy under
general anaesthesia and/or future pregnancy based
on the patient specific risk profile (eg, severe cardiovascular co morbidity and/or body mass index (BMI)
>40 kg/m2).
Recruitment of participants and informed consent
Girls with TS and their parents will be informed about this
study by their paediatrician or by the Dutch TS patient
organisation (Turner Contact Nederland (TCN)). Girls
with TS who meet the inclusion criteria and are potentially interested, will receive the study information for
patients and/or parents (https://www.radboudumc.nl/
trials/turner) and will be invited for a general informative meeting. If the girls/parents are still interested after
receiving this information, they will be referred to our
hospital by their paediatric endocrinologist by using a
specific form designed for this study. The personal counselling is done by a dedicated team of gynaecologists. A
paediatric psychologist will be available for additional
support. In case of comorbidity, a multidisciplinary team
of gynaecologists, (paediatric)cardiologists and other
3
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specialists if needed, will discuss the patient’s specific risk
profile.
Written consent must be given by the (parents of)
patients before study participation. Girls and their parents
are given time as individually requested to consider
participation in this study. A pilot decision aid, website
and age-specific information flyers have been developed,
to help girls and their parents to make a deliberate decision (https://www.radboudumc.nl/trials/turner). The
current decision aid includes a flowchart and background
information on OTC in comparison with the existing
options (ie, awaiting spontaneous pregnancy, vitrification
of oocytes, oocyte donation, adoption and/or fostership).
When a participant reaches the age of 16 years old, she
will be asked for reconsent.
Biobanking
All biological material and data will be handled and
stored according to the World Medical Association
(WMA) Declaration of Taipei on ethical considerations
regarding health databases and biobanks (67th WMA
General Assembly, Taipei, Taiwan, October 2016). All
patient data will be coded. Members of the research team,
the Data and Safety Monitoring Board, and the Health
Care Inspectorate are the only persons who have access
to the key of the code. This key of code is stored in Castor
Electronic Data Capture (EDC). The dignity, autonomy
and privacy of the patients will be respected by the duty
of confidentiality of all who are involved in handling data
and biological material. There will be no discrimination.
EDC will be used for Good Clinical Practice (GCP)-
compliant data collection. All participant data will be
reported in electronic case report forms.
A safe storage of the ovarian tissue and consent forms is
provided at our cryobank. This cryobank is ISO-accredited
(accreditation number M101, ISO 15189), and registered
by the Dutch Ministry of Health, Welfare and Sport (registration number 5515 L/EO). The cryobank is located at a
restricted area in the Radboud University Medical Centre,
and access is permitted by electronic authorisation only.
All subjects will be asked for the continuation of the
storage of the ovarian tissue yearly. Each individual
patient and/or her parents may freely decide about the
continuation of the storage of the ovarian tissue at our
cryobank, transportation of the ovarian tissue to another
cryobank, donation for research, or the elimination of
their cryopreserved ovarian tissue. When the participant
turns 16 years old, she will be asked for reconsent.
Subjects may withdraw from the trial at any time.
Subjects do not need to state a reason for withdrawal.
Patient and public involvement
This study protocol has been initiated by and conducted
with active input and feedback of international experts
and patient representatives from the Dutch national
patient organisation TCN and the differences of sex
differentiation patient advisory group of the Radboud
university medical centre. Patient representatives were
4

also involved in the development of patient information
brochures, informed consent forms, and website. During
the trial, patient representatives will be involved by the
development of a decision aid and newsletters. Furthermore, surveys and focus groups among all counselled
patients are held for continuous process improvement.
All participants will be informed of the results of the
TurnerFertility study through post or email.
International consensus to perform this study was
achieved in a Delphi study including 35 medical professionals and 20 patient representatives from 16 different
countries. This expert panel stated that OTC in patients
with TS should be offered, but in a safe and controlled
research setting only. The expert panel’s standpoint was
supported by eight key statements (Unpublished data).

Outcome measures
Primary outcome
►► Live birth after auto transplantation of cryopreserved-
thawed ovarian cortical tissue (ie, LBR).
Proximate
The number of primordial follicles found in the
ovarian tissue.

►►

Secondary outcomes
The association between patient’s age at cryopreservation and LBR.
►► The association between patient’s genotype and LBR.
►► The association between patient’s AMH level at cryopreservation and LBR.
►► The association between patient’s FSH level at cryopreservation and LBR.
►►

Tertiary outcomes
The study participation rate.
►► The number of eligible participants.
►► The age of the participant.
►► The incidence of somatic mosaicism.
►► The incidence of germ cell mosaicism.
►► Serum hormone levels.
►► The number of complications related to the laparoscopic procedure.
►► The incidence of spontaneous puberty and/or spontaneous menarche after laparoscopic oophorectomy.
►► The incidence of spontaneous pregnancies after laparoscopic oophorectomy.
►► The incidence of menstruation cycle recovery after
auto transplantation of cryopreserved-thawed ovarian
tissue in the future.
►► The incidence of pregnancies after auto transplantation of cryopreserved-thawed ovarian tissue in the
future.
►► The number of ongoing pregnancies after auto transplantation of cryopreserved-thawed ovarian tissue in
the future.
►►
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►►

►►

►►
►►

The number of miscarriages after auto transplantation of cryopreserved-
thawed ovarian tissue in the
future.
The incidence of congenital anomalies in the
offspring of women with TS who became pregnant
after auto transplantation of cryopreserved-
thawed
ovarian tissue.
Time to pregnancy after auto transplantation of
cryopreserved-thawed ovarian tissue in the future.
Time to live birth after auto transplantation of
cryopreserved-thawed ovarian tissue in the future.

Data analysis
All data in this pilot study will be analysed on both
intention-to-treat and per-protocol analysis. Data of girls
who are lost to follow-up will be included as far as possible.
Missing data will be reported along with the reason. Baseline data will be described quantitatively. Continuous variables will be summarised as means with SD or as medians
with IQRs, depending on their distribution. Dichotomous
and ordinal data will be summarised as percentages. For
all analyses, IBM SPSS 25.0 will be used.
Descriptive statistics will be used to analyse the number
of primordial follicles in the ovarian tissue, and the
number of (ongoing) pregnancies, miscarriages and live
born children after auto transplantation of cryopreserved-
thawed ovarian tissue.
The primary outcome (dichotomous) ‘live birth after
auto transplantation of cryopreserved-
thawed ovarian
tissue’ will be assessed and reported as a percentage.
The number of primordial follicles (continuous) will be
reported as a mean with SD. The number of pregnancies,
ongoing pregnancies, miscarriages and congenital anomalies (dichotomous) will be reported as a percentage.
The time to pregnancy and the time to live birth after
auto transplantation will be reported as a mean with SD.
Furthermore, the relationship between the age of the
participant when OTC is performed (years), serum FSH
level (IU/L), and serum AMH level (ng/mL), related
to the number of primordial follicles, the incidence of
(ongoing) pregnancies, live birth, and congenital anomalies will be described using Spearman’s correlation coefficient. In addition, the number of primordial follicles,
the incidence of (ongoing) pregnancies, live birth, and
congenital anomalies will be described by the patient’s
karyotype (ie, 45,X monosomy or mosaicism).
Interim analyses
Interim analyses on safety and futility are planned
every 6 months until the last participant (n=100) has
undergone the laparoscopic unilateral oophorectomy
followed by OTC. The first interim analysis will be
performed after the inclusion of the first 10 patients.
Each interim analysis will be reported to the independent Data and Safety Monitoring Board. The percentage of
participants with follicles in their ovary will be used as
a futility indicator. The percentage of participants who
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had one or more complications related to the laparoscopic oophorectomy and/or anaesthesia will be used as
a safety indicator.
Sample size calculation
The estimated LBR related to OTC in girls with TS is
currently unknown. Hence, the sample size calculation
should be based on LBR in other patient groups. The
LBR per transplantation of earlier cryopreserved ovarian
tissue in cancer survivors is approximately 25%.21 In order
to describe the dichotomous outcome LBR, we used the
sample size calculation of Hulley et al.57 We would need a
total sample size of 72 participants if the LBR in females
with TS would be similar.
However, one should consider that auto transplantation will not be performed in all girls who are participating in this study, due to several reasons (eg, absence
of follicles, future contra indications and/or on patient’s
preference). Furthermore, females with TS show a higher
risk of miscarriage,13 and a slightly higher risk of a child
with a congenital disorder when they conceive spontaneously.13 58 If these increased risks are related to the
functional integrity or the chromosome profile of their
follicular cells remains unclear. On the other hand,
performing an exploratory intervention study in >100
minors, is unrealistic and inappropriate. Therefore, we
aim to include primarily a total number of 100 girls with
TS in this ‘proof of concept’ study.
Discussion
This study is an example of patient-initiated research as
there is an increasing demand for fertility preservation
options in girls and young females with TS.48 This study
protocol was developed together with patient representatives and gives females with TS the possibility to undergo
an experimental fertility preservation procedure in a safe
and controlled research setting. The long-term follow-up
of this study up to live birth provides the unique opportunity to study the efficacy of OTC and pregnancy outcomes
in females with TS. Furthermore, this study could
contribute to the development of a reliable prognostic
model for estimating the ovarian reserve in females with
TS in the future.
A limitation of this study could be the single-centre
design combined with the relatively low expected LBR.
For the development of a prediction model, more
patients should be included in the analysis to increase
the internal validation. Furthermore, an external data
validation should be performed. We suggest an international, multicentre study with a clear study protocol and
a central registration after the results of the interim analysis of this pilot study have been published and are open
for collaborating with other experts within the field of
fertility preservation in females with TS.
Ethics and dissemination
This study protocol was conducted with input and feedback of patient representatives and international experts.
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Ethical approval by the Dutch Central Committee on
Research Involving Human Subjects was obtained in
2017 (CCMO NL57738.000.16) and is in accordance
with the Declaration of Helsinki, the Medical Research
Involving Human Subjects Act (WMO), the Guideline for
GCP, and all other applicable regulatory requirements.
An independent Data and Safety Monitoring Board has
been established to perform interim analyses on safety
and futility. Results will be disseminated through peer-
reviewed publications and presentations at international
scientific meetings.
Twitter Myra Schleedoorn @MJSchleedoorn
Acknowledgements This trial received unconditional funding from Merck
Serono B.V. There is no role in this study for Merck Serono. This study protocol
was developed with input and feedback of patient representatives from the
Dutch Turner Syndrome patient organisation, patient representatives of the DSD
committee from the Radboud University Medical Centre, and (inter)national experts
including W L D M Nelen, senior scientist (the Netherlands), J in ’t Hout, statistician
(the Netherlands), E Van Leeuwen, medical ethicist (the Netherlands), O Hovatta,
gynaecologist (Sweden), C H Gravholt, endocrinologist (Denmark), and A H Balen,
gynaecologist (UK).
Contributors KF, JvdV, RP, DB, IB, RvG and MS have designed the trial and are
accountable for all aspects of the work. MS is responsible for the overall logistical
aspects of the trial, the data collection and analysis, and the draft of this paper. KF,
JvdV, DB, IB, RvG and RP revised the draft critically and approved the final version
of the study protocol. KF, JvdV, DB, IB and MS included patients, KF is performing
the surgical procedures, and RP and MS are responsible for the laboratory work.
Funding Unconditional funding (A16-1395) was received from Merck B.V. The
Netherlands.
Competing interests None declared.
Patient consent for publication Not required.
Ethics approval Approved by the Dutch Central Committee on Research Involving
Human Subjects (2017).
Provenance and peer review Not commissioned; externally peer reviewed.
Open access This is an open access article distributed in accordance with the
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which
permits others to distribute, remix, adapt, build upon this work non-commercially,
and license their derivative works on different terms, provided the original work is
properly cited, appropriate credit is given, any changes made indicated, and the use
is non-commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.
ORCID iD
Myra Schleedoorn http://orcid.org/0 000-0003-2189-0850

References

1 Elsheikh M, Dunger DB, Conway GS, et al. Turner's syndrome in
adulthood. Endocr Rev 2002;23:120–40.
2 Karnis MF. Fertility, pregnancy, and medical management of Turner
syndrome in the reproductive years. Fertil Steril 2012;98:787–91.
3 Stochholm K, Juul S, Juel K, et al. Prevalence, incidence, diagnostic
delay, and mortality in Turner syndrome. J Clin Endocrinol Metab
2006;91:3897–902.
4 Noordman I, Duijnhouwer A, Kapusta L, et al. Phenotype in girls and
women with Turner syndrome: association between dysmorphic
features, karyotype and cardio-aortic malformations. Eur J Med
Genet 2018;61:301–6.
5 Weiss L. Additional evidence of gradual loss of germ cells in the
pathogenesis of streak ovaries in Turner's syndrome. J Med Genet
1971;8:540–4.
6 Reynaud K, Cortvrindt R, Verlinde F, et al. Number of ovarian
follicles in human fetuses with the 45,X karyotype. Fertil Steril
2004;81:1112–9.
7 Hreinsson JG, Otala M, Fridström M, et al. Follicles are found in the
ovaries of adolescent girls with Turner's syndrome. J Clin Endocrinol
Metab 2002;87:3618–23.

6

8 Pasquino AM, Passeri F, Pucarelli I, et al. Spontaneous pubertal
development in Turner's syndrome. Italian Study Group for Turner's
syndrome. J Clin Endocrinol Metab 1997;82:1810–3.
9 Tanaka T, Igarashi Y, Ozono K, et al. Frequencies of spontaneous
breast development and spontaneous menarche in Turner syndrome
in Japan. Clin Pediatr Endocrinol 2015;24:167–73.
10 da Silva Negreiros LP, Bolina ER, Guimarães MM. Pubertal
development profile in patients with Turner syndrome. J Pediatr
Endocrinol Metab 2014;845.
11 Hadnott TN, Gould HN, Gharib AM, et al. Outcomes of spontaneous
and assisted pregnancies in Turner syndrome: the U.S. National
Institutes of health experience. Fertil Steril 2011;95:2251–6.
12 Bryman I, Sylvén L, Berntorp K, et al. Pregnancy rate and outcome in
Swedish women with Turner syndrome. Fertil Steril 2011;95:2507–10.
13 Bernard V, Donadille B, Zenaty D, et al. Spontaneous fertility and
pregnancy outcomes amongst 480 women with Turner syndrome.
Hum Reprod 2016;31:782–8.
14 Birkebaek NH, Crüger D, Hansen J, et al. Fertility and pregnancy
outcome in Danish women with Turner syndrome. Clin Genet
2002;61:35–9.
15 Hovatta O. Pregnancies in women with Turner's syndrome. Ann Med
1999;31:106–10.
16 Sutton EJ, McInerney-Leo A, Bondy CA, et al. Turner syndrome: four
challenges across the lifespan. Am J Med Genet A 2005;139A:57–66.
17 Sylvén L, Magnusson C, Hagenfeldt K, et al. Life with Turner's
syndrome--a psychosocial report from 22 middle-aged women. Acta
Endocrinol 1993;129:188–94.
18 Oktay K, Bedoschi G, Berkowitz K, et al. Fertility preservation in
women with Turner syndrome: a comprehensive review and practical
guidelines. J Pediatr Adolesc Gynecol 2016;29:409–16.
19 Borgström B, Birgit B, Hreinsson J, et al. Fertility preservation in girls
with Turner syndrome: prognostic signs of the presence of ovarian
follicles. J Clin Endocrinol Metab 2009;94:74–80.
20 Jensen AK, Kristensen SG, Macklon KT, et al. Outcomes of
transplantations of cryopreserved ovarian tissue to 41 women in
Denmark. Human Reproduction 2015;30:2838–45.
21 Van der Ven H, Liebenthron J, Beckmann M, et al. Ninety-five
orthotopic transplantations in 74 women of ovarian tissue after
cytotoxic treatment in a fertility preservation network: tissue activity,
pregnancy and delivery rates. Hum Reprod 2016;31:2031–41.
22 Jensen AK, Macklon KT, Fedder J, et al. 86 successful births and 9
ongoing pregnancies worldwide in women transplanted with frozen-
thawed ovarian tissue: focus on birth and perinatal outcome in 40 of
these children. J Assist Reprod Genet 2017;34:325–36.
23 Donnez J, Dolmans M-M, Pellicer A, et al. Restoration of ovarian
activity and pregnancy after transplantation of cryopreserved
ovarian tissue: a review of 60 cases of reimplantation. Fertil Steril
2013;99:1503–13.
24 Van der Ven H, Liebenthron J, Beckmann M, et al. Ninety-Five
orthotopic transplantations in 74 women of ovarian tissue
after cytotoxic treatment in a fertility preservation network:
tissue activity, pregnancy and delivery rates. Hum Reprod
2016;31:2031–41.
25 Jadoul P, Guilmain A, Squifflet J, et al. Efficacy of ovarian tissue
cryopreservation for fertility preservation: lessons learned from 545
cases. Hum Reprod 2017;32:1046–54.
26 Silber S, Pineda J, Lenahan K, et al. Fresh and cryopreserved ovary
transplantation and resting follicle recruitment. Reprod Biomed
Online 2015;30:643–50.
27 Dittrich R, Hackl J, Lotz L, et al. Pregnancies and live births after 20
transplantations of cryopreserved ovarian tissue in a single center.
Fertil Steril 2015;103:462–8.
28 Meirow D, Ra'anani H, Shapira M, et al. Transplantations of
frozen-thawed ovarian tissue demonstrate high reproductive
performance and the need to revise restrictive criteria. Fertil Steril
2016;106:467–74.
29 Loren AW, Mangu PB, Beck LN, et al. Fertility preservation for
patients with cancer: American Society of clinical oncology clinical
practice guideline update. J Clin Oncol 2013;31:2500–10.
30 Practice Committee of American Society for Reproductive Medicine.
Ovarian tissue cryopreservation: a Committee opinion. Fertil Steril
2014;101:1237–43.
31 Coccia PF, Pappo AS, Altman J, et al. Adolescent and young adult
oncology, version 2.2014. J Natl Compr Canc Netw 2014;12:21–32.
quiz 32.
32 von Wolff M, Montag M, Dittrich R, et al. Fertility preservation in
women--a practical guide to preservation techniques and therapeutic
strategies in breast cancer, Hodgkin's lymphoma and borderline
ovarian tumours by the fertility preservation network FertiPROTEKT.
Arch Gynecol Obstet 2011;284:427–35.

Schleedoorn M, et al. BMJ Open 2019;9:e030855. doi:10.1136/bmjopen-2019-030855

BMJ Open: first published as 10.1136/bmjopen-2019-030855 on 11 December 2019. Downloaded from http://bmjopen.bmj.com/ on February 3, 2020 at Radboud University Nijmegen.
Protected by copyright.

Open access

33 Fallat ME, Hutter J, American Academy of Pediatrics Committee on
Bioethics, et al. Preservation of fertility in pediatric and adolescent
patients with cancer. Pediatrics 2008;121:e1461–9.
34 Lambertini M, Del Mastro L, Pescio MC, et al. Cancer and fertility
preservation: international recommendations from an expert meeting.
BMC Med 2016;14:1.
35 Rodriguez-Wallberg KA, Oktay K. Fertility preservation during cancer
treatment: clinical guidelines. Cancer Manag Res 2014;6:105–17.
36 Heineman MJ, Beerendonk CCM, Kaandorp CJE. [National guideline
'Cryopreservation of ovarian tissue']. Ned Tijdschr Geneeskd
2008;152:2452–5.
37 Font-Gonzalez A, Mulder RL, Loeffen EAH, et al. Fertility preservation
in children, adolescents, and young adults with cancer: quality of
clinical practice guidelines and variations in recommendations.
Cancer 2016;122:2216–23.
38 Jakes AD, Marec-Berard P, Phillips RS, et al. Critical review of
clinical practice guidelines for fertility preservation in teenagers
and young adults with cancer. J Adolesc Young Adult Oncol
2014;3:144–52.
39 The Oncofertility Consortium. Learning about cancer and fertility. A
guide for parents of young girls.
40 Quinn GP, Vadaparampil ST, Sehovic I. Patient and family tools to aid
in education and decision-making about oncofertility. In: Woodruff
KT, Clayman LM, Waimey EK, eds. Oncofertility communication:
sharing information and building relationships across disciplines.
Springer: New York, 2014: 35–47.
41 Snyder KA, Tate A, Infertility C-R. Cancer-related infertility and young
women: strategies for discussing fertility preservation. In: Woodruff
KT, Clayman LM, Waimey EK, eds. Oncofertility communication:
sharing information and building relationships across disciplines.
Springer: New York, 2014: 49–60.
42 Wartella E, Lauricella AR, Hurwitz LB. Communicating oncofertility to
children: a developmental perspective for teaching health messages.
In: Woodruff KT, Clayman LM, Waimey EK, eds. Oncofertility
communication: sharing information and building relationships across
disciplines. Springer: New York, 2014: 99–109.
43 Murphy D, Sawczyn KK, Quinn GP. Using a patient-centered
approach to develop a fertility preservation brochure for pediatric
oncology patients: a pilot study. J Pediatr Adolesc Gynecol
2012;25:114–21.
44 Clayman ML, Galvin KM, Arntson P. Shared decision making: fertility
and pediatric cancers. In: Woodruff KT, Snyder KA, eds. Oncofertility
fertility preservation for cancer survivors. Springer US: Boston, MA,
2007: 149–60.

Schleedoorn M, et al. BMJ Open 2019;9:e030855. doi:10.1136/bmjopen-2019-030855

45 Huang JYJ, Tulandi T, Holzer H, et al. Cryopreservation of ovarian
tissue and in vitro matured oocytes in a female with mosaic Turner
syndrome: case report. Hum Reprod 2008;23:336–9.
46 Balen AH, Harris SE, Chambers EL, et al. Conservation of fertility and
oocyte genetics in a young woman with mosaic Turner syndrome.
BJOG 2010;117:238–42.
47 von Wolff M, Dittrich R, Liebenthron J, et al. Fertility-preservation
counselling and treatment for medical reasons: data from a
multinational network of over 5000 women. Reprod Biomed Online
2015;31:605–12.
48 Grynberg M, Bidet M, Benard J, et al. Fertility preservation in Turner
syndrome. Fertil Steril 2016;105:13–19.
49 Mamsen LS, Charkiewicz K, Anderson RA, et al. Characterization
of follicles in girls and young women with Turner syndrome
who underwent ovarian tissue cryopreservation. Fertil Steril
2019;111:1217–25.
50 Huang L, Mo Y, Wang W, et al. Cryopreservation of human ovarian
tissue by solid-surface vitrification. Eur J Obstet Gynecol Reprod Biol
2008;139:193–8.
51 Gravholt CH, Andersen NH, Conway GS, et al. Clinical practice
guidelines for the care of girls and women with Turner syndrome:
proceedings from the 2016 Cincinnati international Turner syndrome
meeting. Eur J Endocrinol 2017;177:G1–70.
52 Gravholt CH, Conway GS, Dekkers OM, et al. Clinical practice
guidelines for the care of girls and women with Turner syndrome. Eur
J Endocrinology 2017;177:G1–70.
53 Peek R, Schleedoorn M, Smeets D, et al. Ovarian follicles of young
patients with Turner's syndrome contain normal oocytes but
monosomic 45,X granulosa cells. Hum Reprod 2019;34:1686–96.
54 Demeestere I, Simon P, Dedeken L, et al. Live birth after autograft
of ovarian tissue cryopreserved during childhood. Hum Reprod
2015;30:2107–9.
55 Donnez J, Dolmans MM, Demylle D, et al. Livebirth after orthotopic
transplantation of cryopreserved ovarian tissue. The Lancet
2004;364:1405–10.
56 Jensen AK, Kristensen SG, Macklon KT, et al. Outcomes of
transplantations of cryopreserved ovarian tissue to 41 women in
Denmark. Hum Reprod 2015;30:2838–45.
57 Hulley SB CS, Browner WS, Grady D, et al. Designing clinical
research : an epidemiologic approach. Philadelphia: Lippincott
Williams & Wilkins., 2013.
58 Bouchlariotou S, Tsikouras P, Dimitraki M, et al. Turner's syndrome
and pregnancy: has the 45,X/47,XXX mosaicism a different
prognosis? Own clinical experience and literature review. J Matern
Fetal Neonatal Med 2011;24:668–72.

7

BMJ Open: first published as 10.1136/bmjopen-2019-030855 on 11 December 2019. Downloaded from http://bmjopen.bmj.com/ on February 3, 2020 at Radboud University Nijmegen.
Protected by copyright.

Open access

