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I. Medical fundamentals and legal
framework
1. Medical fundamentals
The term social egg freezing refers to the precautionary freezing of unfertilised egg cells (oocytes) for
non-medical reasons. For women under the age of 35 who cannot currently fulfil their desire to have
children, egg freezing increases the chances of achieving a pregnancy beyond the age of around 35. For
reasons discussed in Section II.2, the term cryopreservation is used hereafter.
In cryopreservation, unfertilised oocytes – immediately after retrieval – are rapidly cooled to a temperature of -196°C. With this procedure, three steps need to be distinguished – the retrieval, preservation
and use of oocytes. In contrast to the straightforward and non invasive procedure of sperm collection in
men, a woman’s oocytes need to mature prior to retrieval. This requires hormone stimulation, involving
daily subcutaneous injections and possibly blood sampling, for a period of 10–14 days. The retrieval of
mature oocytes is an invasive procedure, usually performed under sedation or general anaesthetic. To
ensure a reasonably realistic chance of achieving pregnancy, at least 15–20 oocytes should be frozen,
since not all fertilised oocytes lead to a successful pregnancy. For oocyte preservation, a new freezing
technique known as vitrification is used. The survival rate for unfertilised oocytes thawed after vitrification is 80–90%. Under optimum conditions, fertilisation and implantation rates are similar with fresh
and vitrified oocytes [3; 28; 29; 86; 102]; lower fertilization rates have only been reported for vitrified
oocytes in a few studies [46]. This is an immense technological advance over the conventional slowfreezing method which is used, with good results, to preserve fertilised oocytes and embryos in in vitro
fertilisation (IVF) treatment. When slow freezing is used to preserve unfertilised oocytes, many of the
cells do not survive the freezing and thawing process, and pregnancy rates are correspondingly low;
for this reason, unfertilised oocytes have only been frozen in exceptional cases in the past. Vitrified
unfertilised oocytes can subsequently be used for IVF treatment (i.e. the cells are fertilised outside the
woman’s body). Since 2013, mature oocyte cryopreservation has no longer been considered experimental by the American Society for Reproductive Medicine [84].
The procedure does, however, involve certain medical risks. Distinctions need to be made, firstly, between those associated with the retrieval and use of oocytes and, secondly, between age- and nonage-related risks. As regards non-age-related risks associated with oocyte retrieval [123], the risk of
ovarian hyperstimulation syndrome in women receiving appropriate treatment is very low (1%), thanks
to new stimulation protocols. Also very rare (1 in 1000) are complications arising from the minimally
invasive surgical procedure for oocyte retrieval (bleeding, infection, injury to other organs, or complications due to anaesthesia). Preliminary data on infants conceived from cryopreserved oocytes does not
show any increased risk, e.g. of congenital anomalies [41]. Thus, no evidence has been found of DNA
defects in vitrified oocytes or in embryos from such oocytes [46; 60; 75]. In the studies published to
date [25; 75; 113], chromosome abnormalities or congenital anomalies were observed in 1.3–3.2% of
cases, which is comparable to the situation in control groups. Data availability is, however, limited, as
vitrification was developed and introduced relatively recently, and long-term studies are lacking.
A non-age-related risk associated with oocyte use is that of multiple pregnancy. This risk is substantially increased (15–20%) when two or more embryos are transferred; at assisted reproduction centres
around the world, more than one embryo is still usually transferred to the uterus, so as to increase the
chance of a pregnancy. Multiple pregnancies are more frequently associated with health problems in
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the mother, such as pre-eclampsia or (emergency) Caesarean delivery. In addition, multiple pregnancies pose risks of serious (long-term) health problems in the offspring, such as prematurity, organ
immaturity or brain haemorrhage. In the literature, attention is also drawn to the risk of epigenetic
modifications arising from in vitro embryonic development in the first two to six days of life. Follow-up
studies in children born from IVF-ICSI (in vitro fertilisation with intracytoplasmic sperm injection) show
an increased incidence of cardiovascular and metabolic abnormalities, as well as cancer, obesity and
autism [20; 90; 91; 94]. It is not yet known whether the risk of congenital anomalies is also increased
when cryopreserved oocytes from fertile women are used, since it is unclear whether the slight increase in the rate of anomalies is attributable to as yet unidentified genetic factors in infertile couples,
or whether it is a consequence of the IVF technique itself.
Of crucial importance, from a medical viewpoint, is the woman’s age, both at the time when the oocytes are retrieved and when the cryopreserved oocytes are used. At the time of oocyte retrieval, the
woman should if possible be under 35 years old. On average, female fertility is at its highest at the age
of 25. At the age of 35–38, on average – ten years before the onset of the menopause – the quantity
and quality of oocytes are already rapidly declining. Women are born with around a million immature
oocytes; by the age of 30 only 12% and by the age of 40 only 3% of this ovarian reserve is left [119].
In the remaining oocytes, chromosome abnormalities are more frequent as a result of biological aging
[123], so that the risk of miscarriage increases with oocyte age. In women undergoing oocyte retrieval
at the age of 40, the subsequent risk of miscarriage is roughly 25–30% higher than in those aged 25
[123]. Here, it should also be pointed out that in cases where IVF treatment is indicated in women of
advanced biological age, preimplantation screening could be carried out prior to embryo transfer.
In summary, it can be said that the success of oocyte cryopreservation is largely dependent on the
woman’s age and on the number of oocytes retrieved. Studies have shown that, in one in five women
undergoing ovarian stimulation for oocyte cryopreservation, only 0–3 mature oocytes can be retrieved,
owing to advanced biological age [112]. However, the age at onset of menopause varies considerably
from one woman to another, with the average being 51 and a range of 40–59 years. Accordingly, a high
quantity and quality of oocytes may still be retrieved from women aged over 35 [41].
As regards the woman’s age at the time of oocyte retrieval, various recommendations exist: some
authors recommend an upper-age limit of 38 years [117]. However, these recommendations relate to
oocyte donation. The chances of success when self-donated oocytes are used may well differ from
those for treatment with donor oocytes, or for spontaneous pregnancy [80; 124]. In addition, at present,
women often only opt for oocyte cryopreservation at the age of 38 [73]. Not least for this reason, a
quarter of IVF centres in the US, for example, accept women over the age of 40 for oocyte retrieval and
cryopreservation [89], even though the pregnancy rate in this age group is very low.
Also relevant is the woman’s age at the time of oocyte use, as this influences the chances of success
and the course of pregnancy. Pregnancy complications are more common in older women. In a study of
primiparae aged over 45, complications were observed in 84.7% of cases, including gestational hypertension (45%), gestational diabetes mellitus (42.7%), preterm delivery (33.8%), hospitalisation during
pregnancy (48.1%) and Caesarean section (93.9%) [48; see also 52]. A recent large cohort study [66]

5

concludes that severe maternal morbidity increases significantly and exponentially with maternal age
over 39, and especially over 50. Also increasing with maternal age are the risks of placenta praevia,
placental abruption, perinatal mortality and fetal death [123]. Children born to older mothers are thus
at increased risk for lifelong health problems such as diabetes or hypertension. Maternal mortality is
also slightly increased in this age group. In addition, postnatal depression is significantly elevated with
increasing maternal age [123]. Postnatal depression can impair the infant’s physiological development
and poses risks to the cognitive and social-emotional development and mental health of the children
and adolescents concerned. In another study [52], it was shown that complications are increased in
infants born to women aged over 45 at the time of delivery: prematurity was observed in almost 45 %
of cases (versus 16% for control pregnancies in women aged 30), and the rate of pathologically low
birthweight was twice as high.
It should, however, be noted that other pre-existing risk factors as well as age may lead to pathologies of pregnancy and birth. They include, for example, obesity [24], pre-existing cardiovascular and
autoimmune diseases [105], diabetes mellitus [115], smoking (more common in low-income countries)
[21] and abuse of other addictive substances. In the presence of one or more risk factors, the risks for
pregnancy or birth can be estimated on the basis of existing data [105; 115]. One or more pre-existing
risk factors increase the risk of neonatal and maternal morbidity and mortality. So far, however, it has
not been possible, using available study results, to develop a validated risk scoring system for predicting
the risk of preterm birth in individual cases [37].
Another point to be taken into account is that the chances of success with assisted reproduction at a
later age are still much lower than for natural reproduction at an earlier age [65]. Computer modelling
shows that out of 100 women who start trying to conceive at the age of 30, 91 will achieve a natural
pregnancy within four years, 3 will have a child during the next two years thanks to assisted reproduction technology (ART), and 6 will remain childless. Out of 100 women starting at the age of 35, 82 will
have a child within three years, with 4 conceiving thanks to ART and 14 remaining childless. Out of 100
women starting at the age of 40, 57 will have a child within two years, 7 will do so thanks to ART and
36 will remain childless. Thus, irrespective of age – in spite of modern reproductive medicine – more
than 90% of women either conceive naturally or remain childless. At the same time, less than 7% of all
women have children with the aid of ART. Specific studies of oocyte cryopreservation show that, under
optimum ART conditions, the cumulative live birth rate (CLBR) in women aged 35 or younger is 15.4%
with 5 oocytes, 40.8% with 8 oocytes and 85.2% with 10–15 oocytes [27]. In women aged 36 or
older, the CLBR is 5.1% with 5 oocytes, 19.9% with 8 oocytes and 35.6% with 11 oocytes. Even more
sobering are the figures from the national registry data of the UK Human Fertilisation and Embryology
Authority (HFEA): only 1.7% of patients’ oocytes thawed between 2008 and 2013 led to live births [4].
Accordingly, Leridon [65] concludes: ”The message for a woman aged <35 years trying to conceive is:
be patient. [...] The message for women aged ≥35 years is: be impatient. The chances of a rapid spontaneous conception are still significant, but in case of failure, ART will not fully compensate for the years
(and the chances of conceiving) lost.” In addition, computer simulation models show that, despite the
availability of IVF, women should start trying to conceive at an early age if they wish to realise a desired
family size [49]: to have a 90% chance of success in realising a one-child family, the maximum starting
age for the female partner is 32 without and 35 with the option of IVF. For a 90% chance of a two-child
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family, the maximum starting age is 27 without and 31 with the IVF option. For a 90% chance of a three
child family, the maximum starting age is 23 without and 28 with the IVF option.
The total costs of fertility preservation (including IVF) can range from CHF 10,000 to as much as CHF
30,000 or more. This is due to the relatively expensive drugs required for ovarian stimulation, which
have to be injected subcutaneously (sometimes twice daily) for 10–14 days. In addition, the oocytes
have to be retrieved in an outpatient surgical procedure (under sedation or general anaesthetic) in the
operating theatre; in the IVF laboratory, they are then prepared for vitrification under controlled conditions (temperature, oxygen, cleanroom conditions, etc.) and frozen. The costs per cycle are around CHF
3,000–5,000. Often, several cycles are required per patient to obtain sufficient numbers of mature oocytes. Other costs include the fees for cryostorage (at -196°C in liquid nitrogen), generally amounting to
CHF 150–200 per year (i.e. approx. CHF 1,500–2,000 for 10 years), and the costs of IVF-ICSI, embryo
culture and preparations for embryo transfer, amounting to CHF 2,000–2,500 per thaw cycle. Often,
three treatment cycles are required to establish a pregnancy, at a total cost of at least CHF 20,000.
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2. Legal framework
Since 1 January 2001, assisted reproductive measures in Switzerland have been regulated by the Reproductive Medicine Act (RMA).
From a legal perspective, oocyte cryopreservation is essentially permissible. Under Art. 15 para. 1
RMA, the preservation of reproductive cells is permitted, for five years, with the consent of the person from whom they were obtained. Under the revised RMA (Art. 15 para. 1 rev. RMA), the woman
concerned may request a five-year extension of the preservation period. Under Art. 15 para. 2 RMA,
by way of exception, a longer preservation period may be agreed “with persons who have their reproductive cells preserved with a view to producing their own offspring at a later date because medical
treatment they undergo or an activity they carry out could lead to infertility or damage to their genetic
material”. According to the current state of the debate among legal scholars, and according to the
decision of an appeal court (Administrative Court St Gallen, 2013), oocyte retrieval for the purpose of
preservation is not an assisted reproductive technique as defined in Art. 2 let. a RMA, particularly since
it does not directly serve to establish a pregnancy; for this reason, there is no need for an indication – in
particular, infertility – as specified in Art. 5 RMA [80]. Equally, the requirements for access to assisted
reproduction, such as the existence of a heterosexual partnership, need not be met.
Nonetheless, oocyte cryopreservation is not supported or promoted by current legislation, for two
reasons in particular: firstly, the maximum preservation period is relatively short, especially since – for
reasons of oocyte quality – it is recommended that retrieval should be undertaken as early as possible.
Secondly, a medical indication is required at the time the cryopreserved oocytes are used, since here
the regulations for assisted reproduction are applicable. In practice, this means that the “younger”
oocytes may only be used if a natural pregnancy no longer appears to be possible. Also applicable, in
addition, are the general requirements for the permissibility of assisted reproductive techniques, including the requirement that the couple, on the basis of their age and personal circumstances, should be
likely to be able to care for and bring up the child until it reaches the age of majority (Art. 3 para. 2 let. b
RMA). Current legislation thus does not specify a precise age at which cryopreserved oocytes may be
used, but regulates the maximum preservation period. In the literature, time limits imposed on the storage of gametes have been criticised on the grounds that they create incentives for women to postpone
oocyte retrieval to a later age (to the detriment of oocyte quality) or to transfer oocytes to countries
where regulations are less stringent [58].
In principle, cryopreserved oocytes may be transferred to an assisted reproduction centre abroad, if the
woman so desires. Transfers of oocytes from other countries to Switzerland would also be conceivable, though presumably less likely on account of the restrictive regulations in this country. How often
transfers of this kind occur is not known. When the preservation period has expired, the oocytes are
destroyed. In Switzerland, these oocytes may not be donated, owing to the prohibition on egg donation
(Art. 4 RMA).
In Switzerland, registration of the cryopreservation of unfertilised oocytes is not mandatory; thus, no
reliable data is available. A registry has been established by the Fertility Preservation Commission (FertiSave) of the Swiss Society of Reproductive Medicine (SGRM). However, as entries are made on a
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voluntary basis, the figures are extremely unreliable. Mandatory registries for cryopreservation are also
lacking in other countries – with a few exceptions, such as the UK.
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II. Motives and prevalence

1. Social background to the increase in assisted reproduction
It is estimated by the European Society of Human Reproduction and Embryology (ESHRE) that, worldwide, more than 6.5 million children have been born thanks to assisted reproductive technology. The
annual increase in ART services is 5–10% in developed countries [22]. In the US, between 2006 and
2010, 12% of women aged 15–44 had received infertility services (e.g. diagnostic tests) at some point
[30], and ART accounts for 1.3% of all live births [12; 16; 95]. In Denmark, 4.2% of all live births between 2002 and 2004 were attributable to ART; this relatively high proportion can partly be explained
by the fact that the costs of ART are covered by the Danish health system [12]. In the US, cryopreservation of unfertilised oocytes is a widely used procedure; the creation of a fertility reserve at a fertile age
now appears to be common practice among women in more affluent segments of the population. In
the UK, demand for oocyte cryopreservation rose threefold between 2008 and 2013 [4]. For Switzerland, no reliable figures are available.
Underlying the increasing use of assisted reproduction – and thus also cryopreservation – are various
social developments. Firstly, over the past 50 years, female participation in the labour market has increased by more than 50% in developed countries [1]. Secondly, the average age at marriage and divorce has risen [67]. Thirdly, life expectancy has risen dramatically and will continue to do so. Although
most babies born in 1900 did not live past the age of 50, life expectancy at birth is now up to 81 years.
The steady increase in life expectancy has averaged about three months of life per year [122]. Fourthly,
the average age of women at the birth of their first child has risen [67]. Late childbearing has risen substantially in Europe since 1960 and in the US since 1970: the proportion of all births occurring to women
over 40 is now about 3–4% [12], representing a two- to fourfold increase compared to the 1970s and
1980s. However, the large number of births to women over 40 is attributable not to a higher probability
of conceiving among these women, but to demographic changes: as a result of declining birth rates,
women aged 40–49 now make up a larger proportion of the total population of women of childbearing
age [12]. Fifthly, fertility rates have fallen significantly overall [67], and the number of women remaining
childless has risen. In most European countries, the average fertility rate is currently around 1.6 children per woman (the replacement-level fertility rate would be 2.1 children per woman). Women aged
40–49 now account for a much lower proportion of the total fertility rate than in the 19th century, for
example [12]. Around half of all births to women aged 40–44 are first or second children; the proportion
conceived after oocyte donation is not known. Thus, in contrast to the 19th century, when mothers of
advanced age already had a number of children, women today are delaying motherhood ever later into
their thirties or forties. Data from Sweden indicate that the probability that a childless woman aged 40
will have children has increased: while 1 in 30 did so in 1970, the proportion in 2002 was 1 in 13 [12].
However, according to the same study, pregnancy rates in childless women aged 45 have been more
constant: 1 in 600 had children in 1970, and 1 in 450 did so in 2002 [12]. There are two reasons for this:
(1) many women aged 45 decide to remain childless; (2) for those who do wish to have children, the
probability of achieving a pregnancy with their own oocytes is very low, despite the availability of ART
[12]. Even though oocyte donation is today used increasingly frequently, projections indicate that 22%
of women born in 1990 or later will remain childless while 15% of mothers will have their first child at
the age of 35 or over [67].
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As the statistics suggest, there has been no change in the age at the onset of menopause, or the duration of the reproductive lifespan, over the period investigated. It is estimated that, in populations not
using contraception, the median age at last birth is 41.2 years, while the onset of sterility is at 44.7 and
menopause at 50.5 years [65]. Postponing pregnancy to a later age therefore increases the risk of childlessness: this risk is 6% when pregnancy attempts are delayed until the age of 30, 14% when attempts
begin at 35, and 35% when they begin at 40 [67].
In developed countries, evidence shows that the gap between rich and poor is also becoming more
pronounced in the area of fertility, partly because of increases in the earning power of well-educated
women [19; 67]. It has been estimated that, in the near future, 28% of graduate women will remain
childless, compared to only 17% of those with intermediate qualifications [61]. A shifting trend is also
apparent among men: while today men with lower educational attainment in particular are childless,
childlessness is predicted to increase among graduate men [61]. This trend reflects an ambivalent attitude towards parenthood among young people today – especially those with tertiary qualifications
and good employment prospects. The limited period available for parenthood coincides with the time
in which education, career and economic goals are prioritised [31; 32; 54; 59; 67; 81]. The result is frequently either a smaller family size or childlessness.
Irrespective of socioeconomic status, declining fertility rates in contemporary societies are also due to
so-called cultural lag [77]: women have to decide between career and family because, in spite of female
participation in employment, the traditional distribution of roles between men and women has not (yet)
changed. Cultural lag leads to low fertility rates, as seen at present in East Asia or in early-20th-century
Europe [2]. Cultural lag will be overcome if women attain greater bargaining power vis-à-vis men as
they no longer work exclusively in low-income sectors and occupations, and institutional childcare and
greater male participation in household tasks thus become possible [44]. Fertility rates in European
countries where this trend is most advanced (1.96 in France, 1.88 in Sweden, 1.81 in the UK [103]) have
almost returned to a fertility level of two children per woman. By contrast, in those European countries
where the traditional “male breadwinner/female homemaker” model is still prevalent, fertility rates
remain low (1.54 in Switzerland, 1.5 in Germany, 1.35 in Italy [103]) [9].

2. Motives for cryopreservation of unfertilised oocytes
With regard to the motives for cryopreservation of unfertilised oocytes, a distinction is often made between medical and social reasons. Fertility preservation may be indicated on medical grounds, for example in the case of a reproductive-age woman who is to undergo chemo- or radiotherapy for cancer. Such
treatments are frequently highly toxic, leading to partial or complete destruction of the oocytes and thus
causing sterility. Since 2010, however, fertility preservation for non-medical reasons has been (sometimes
vigorously) promoted by various assisted reproduction centres. This development has given rise to the
notion of social egg freezing: “Underlying this distinction can be seen a moral economy of responsibility,
which makes younger women the victims of a medical condition, whom reproductive medicine has to
help, whereas childless older women are seen as the only ones responsible for their situation and thus not
included in the category of legitimate potential users” [17: 88]. From this viewpoint, fertility preservation
for medical reasons is morally approved, while fertility preservation for non-medical reasons is morally re-
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jected. In the popular media, women who resort to oocyte cryopreservation for medical reasons are thus
represented as worthy of support, whereas healthy women using this method are viewed with ambivalence [68]. The latter may be perceived as naive and liable to exploitation by assisted reproduction centres
[40], or as selfish and self-interested, but they may also be seen as progressive and emancipated [56].
In particular cases, however, distinguishing between social egg freezing and medically indicated fertility
preservation is not so straightforward [61; 70; 79; 99]. Firstly, some women may enter the menopause
very early, sometimes even at the age of 25 or 30. For example, in the case of a 20-year-old carrier of a
genetic defect leading to premature ovarian failure (premature menopause) who is still fertile and wishes
ultimately to have a family but does not currently have a partner, it is not clear whether fertility preservation is medically indicated or socially motivated. Moreover, it has not been possible to date to predict the
onset of menopause with any degree of accuracy. Secondly, in older women who fail to conceive naturally, IVF is carried out on the basis of a “medical” indication in the presence of additional mild infertility
factors (e.g. slightly reduced sperm motility). The main reason – generally postponement of pregnancy
– is, however, of a societal and social nature (cf. also Sections II.3 and IV).
If women themselves are asked to explain why they opt for oocyte cryopreservation, more than half
mention a gain in “reproductive time”, which also gives them more time to find a suitable partner [55;
106]. Many women also want to take away the pressure to find a partner [7; 106]. Egg banking increases
their chances in the “partnership market”, partly because many men who meet childless women aged
35–45 shy away from this pressure [118]. In addition, women see this procedure as offering insurance
against involuntary childlessness [36; 114]. The psychological effects of cryopreservation for the women
concerned are thus not to be underestimated. Only 20% of these women explicitly cite their career as a
primary motive for cryopreservation [118].
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3. Use of cryopreserved unfertilised oocytes
Systematic, representative research on the demographic characteristics and life situations of women
who consider or opt for cryopreservation is currently lacking [7]. A consistent finding of all studies
carried out to date is that the women are on average aged 35–38, generally heterosexual, single and
childless, well educated, and working in demanding, highly competitive, high-income positions, requiring high levels of flexibility, (global) mobility and time commitment [7; 8; 38; 55; 67; 118]. Accordingly,
many of these women live in the urban centres of today’s global economy. Professional mobility requirements often lead to the break-up of their earlier, long-term relationships between the ages of 20
and 35. New potential partners are often sought online; however, readiness to commit to long term
relationships appears to be limited on online dating sites in urban centres [118].
In one study, almost 80% of the women reported that they wished they had undergone oocyte cryopreservation at an earlier age [55]. Reasons commonly given include a lack of knowledge about fertility
and misleading media reports about the possibilities of late pregnancy: “But it is the same with all these
celebrities. I wrote about that in my blog yesterday. They are all pregnant, in their radiant forties, this is
very nice, but so hypocritical! And dangerous, in the sense that it perpetuates the idea that it is possible
to have children when older. Women are then told that it is too late and that they have to turn to egg donation. But we ask what about them? They as well, probably … (Valérie, 7 October 2011)” [17: 94]. By
failing to mention the origin of oocytes (oocyte donation) and generalising from exceptional cases, the
media gloss over the limited chances of natural pregnancy in women over 40. In addition, the women
are often confronted with the abrupt end of a long-term relationship.
In most cases, women’s knowledge of cryopreservation comes from the media and from the experiences of people in their immediate circle. Most of these women have some personal familiarity with
assisted reproductive techniques such as IVF in combination with sperm or oocyte donation [118].
Women who opt for cryopreservation of unfertilised oocytes see the freezing of their own eggs as a
means of realising their desire to have children and thus as a way of “living on” in future generations.
The women’s actions are thus guided by their individual needs for children that are genetically their
own. For most of the women concerned, oocyte donation or adoption is not an acceptable alternative
[118]; in addition, adoption is an obstacle-ridden procedure, which is not always available. If women
realise that their biological time is running out, they are not discouraged by the low chances of success
of cryopreservation or possible subsequent IVF treatment. What is crucial for them is to have tried everything to achieve genetic motherhood [118].
Most women hope to conceive naturally in spite of opting for cryopreservation [7]. As the procedure
is relatively new, it is not yet known precisely how many women will actually use their cryopreserved
oocytes. In a Spanish multicentre study, only 9.3% of women who had undergone elective fertility
preservation between 2007 and 2015 returned to use their oocytes [27].
Oocyte cryopreservation is currently marketed to women, especially in the US, using the slogan “Let’s
chill” at “egg freezing parties” and seminars, or at nail and cosmetic studios [50]. It can be assumed
that this trend will soon spread to Europe. Assisted reproduction centres frequently portray cryopreservation as banking or insurance against childlessness : “DID YOU KNOW ... Egg quality begins to decline
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at 27 and significantly deteriorates every year past 35. But now you have options!” [68: 538].
Representative studies on attitudes to oocyte cryopreservation among women of reproductive age
show that about half would not consider the procedure, while around 30% are open to the idea [7; 107].
80% of women have already heard of cryopreservation from the media. Compared to those opposed to
cryopreservation, potential users are younger, more rarely in a permanent relationship, more frequently
childless and employed, and wish to have children at a later age. There are, however, no differences
with regard to religion, education, sexual orientation, ethnicity or awareness of cryopreservation. Studies involving younger, highly educated women – e.g. medical students – suggest that the younger
generation of women would use cryopreservation with a view to having more time for their personal
projects or career development [7]; however, predictions of behaviour are difficult.
Research also shows that women’s awareness of fertility issues – including highly educated women
– is frequently inadequate [107]. In a study in the US, 67% of female (and 81% of male) university
students overestimated the age at which women experience a marked decrease in fertility [81]. In addition, 52% of female (and 64% of male) university students overestimated the chances of IVF being
successful [81]. Similar results have been obtained in studies carried out in Sweden, Finland, Italy or
Canada [15; 63; 88; 108; 116].
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III. III. An individual ethics
perspective
In what follows, an overview is given of arguments presented in the literature either supporting or opposing oocyte cryopreservation from the perspective of individual ethics. The position of the NCE is set
out in Section V.
1. Retrieval and preservation of oocytes
Cryopreservation of unfertilised oocytes is an invasive medical procedure which poses certain risks
both for women and for potential children. The question thus arises whether this procedure is compatible with the principle of non-maleficence.
Against compatibility with the principle of non-maleficence it is argued, firstly, that in the case of cryopreservation only a fraction of the women concerned ultimately use their cryopreserved oocytes, since
most conceive naturally and some decide to remain childless. This means that, in contrast to conventional IVF, many women are exposed to the risks of hormone treatment and the invasive retrieval procedure without a child being born as a result [41; 42]. Secondly, oocyte defects increase with a woman’s
age, which may be relevant if oocytes are retrieved from older women [33; 72], although this argument
also applies to natural conception. Thirdly, it is pointed out that long-term studies on the health of children born from cryopreserved oocytes are currently lacking [18; 78; 123]. Hence, it is argued, exercising
reproductive autonomy in this way means accepting risks for a future child [51].
In support of compatibility with the principle of non-maleficence it is argued, firstly, that complications of hormone stimulation in women tend to be rare, now occurring in less than 1% of cases [11].
The risks associated with oocyte retrieval are even lower [11]. Secondly, cost-benefit assessments of
cryopreservation should be undertaken by the women themselves, rather than by third parties. This of
course means that the women concerned must be able to appreciate the significance of the procedure,
which necessitates the provision of comprehensive information on the risks and costs involved, and on
the chances of success. In addition, medical providers would need to comply with standard protocols.
Thirdly, as for all medical procedures (e.g. cosmetic surgery), the question of proportionality arises.
Since the medical risks of cryopreservation for women can be considered relatively low, these risks
could essentially be regarded as acceptable under the principle of non maleficence. Fourthly, as regards
risks to the health of the future child, there is no evidence as yet that would suggest an increase in
long-term risks for children born from cryopreserved oocytes. At the same time, it is stressed that the
number of children followed up to date remains very low, and there is almost a complete lack of studies
on the risk of congenital anomalies in this specific group (essentially fertile women) or on epigenetic
modifications [18; 78; 123].
The principle of autonomy calls for the promotion of individuals’ decision-making capacity and freedom.
The creation of a fertility reserve through oocyte cryopreservation ultimately represents a further measure for controlling reproduction. Considered in isolation, it may be seen as expanding female reproductive options, e.g. by providing extra time to realise the desire to have children [80].
Against compatibility with the principle of autonomy it is argued that fertility preservation for non-medical reasons is a further offering of a consumer society in which starting a family is a lifestyle decision
[80]. Why should women first enjoy life to the full without children and then all of a sudden seek to have
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a child at an advanced age? Turning away from earlier decisions in this way is held to be inconsistent
and inauthentic, and the postponement of pregnancy morally reprehensible [13]. Secondly, it is argued
that while the various medical procedures involve interventions in the woman’s body, they essentially
address a societal problem – namely that of the incompatibility of young parenthood with contemporary
expectations of the lives to be led by women and men. Thirdly, rather than changing the traditional
distribution of male/female roles in any way, cryopreservation merely postpones parenthood. Fourthly,
there are concerns that women may be confronted with certain expectations and placed under pressure – for example, the expectation that career and family goals are to be pursued not in parallel, but
consecutively – especially in cases where the costs of cryopreservation are assumed by the employer.
The objection is also raised that women who opt for cryopreservation are not making truly autonomous
decisions: they generally do not act from a position of strength, but resort to cryopreservation – marketed as “insurance” against childlessness – out of necessity [51]. Fears have also been expressed that
oocyte cryopreservation – like assisted reproductive techniques in general – does not or even cannot
accord with the woman’s autonomous wishes, since its utility in discourse and in practice primarily
reflects traditional social-role expectations of woman as mother [43].
In support of compatibility with the principle of autonomy it is argued that people’s life plans change –
not just as a result of the possibility of cryopreservation, but also as a result of illness, separation and
death. Seeking to discredit a group of people en bloc, without knowing the underlying individual motives for their behaviour, is regarded as unjustifiable [41]. In particular, it is emphasised that women are
perfectly capable of making their own informed decisions, and it is patronising to portray them merely
as victims of a social context [41].
The principle of autonomy also requires that informed consent be obtained prior to any diagnostic
or therapeutic measure, and that consideration be given to the patient’s wishes, goals and values.
Particularly with regard to fertility preservation for non-medical reasons, women considering oocyte
cryopreservation must be comprehensively informed about the medical and legal position – including
the maximum storage time and the requirements for oocyte use, but also the fact that, owing to the
limited number of oocytes cryopreserved, the chances of success are much lower than for spontaneous conception while fertility is maintained, and that postponing childbearing reduces the chances of
becoming a parent [70]. Transparency is required as to the fact that the chances of success depend on
the woman’s age at the time of retrieval and of oocyte use [41]. This includes transparency concerning
the costs of the entire procedure. Fertility clinics and centres have been criticised for making misleading
claims and raising false hopes: “First, rather than ’overall’ success rates, success rates should be given
for the specific age of the candidate (at the time of freezing), especially when she is over 35. Hourvitz
et al. (2009) report clinical pregnancy rates (for regular IVF) of 7.7%, 5.4%, 1.9% and 0% and delivery
rates of 4.2%, 3.3%, 0.6% and 0% per cycle for women aged 42, 43, 44 and 45, respectively. This
means that presenting a 44 year old woman with statistics from 42-year-old women – which seems like
a minor age difference – gives her a fourfold overestimation of her chances to achieve a clinical pregnancy and an even greater overestimation of her chances of a live birth, which illustrates the importance
of precision in this area” [71: 827].
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The principle of beneficence requires health professionals to promote the patient’s welfare. Assisted
reproductive measures generally serve the patient’s welfare, especially since female and male fertility
is regarded as fundamental to personal development [41].
Against compatibility with the principle of beneficence it is argued that, firstly, most women undergoing oocyte retrieval are currently over 35, and the quantity and quality of oocytes are thus limited [51].
The woman’s age at oocyte retrieval has a substantial effect on the success rates of subsequent IVF
[111]. Ideally, women undergoing this procedure should be in their late twenties or very early thirties.
Secondly, there are concerns that, as a result of their faith in technology, women will increasingly postpone pregnancy and thus suffer involuntary childlessness [100]. Thirdly, it is argued that the postponement of pregnancy to an advanced age is essentially a social problem, which cannot be addressed by
technological means.
In support of compatibility with the principle of beneficence it is argued, firstly, that there is no evidence
that cryopreservation causes long-term damage to embryos or oocytes [121], and that the earlier cryopreservation is performed, the lower the likelihood of genetic defects [53]. Secondly, it is emphasised
that higher risks in older women are due to declining oocyte quality rather than to the age of the uterus
[62; 92; 93]. Thirdly, it is pointed out that the actual target group is younger than the current group of
users, who are generally well over 35. Education is required – also to ensure that women can realistically assess the chances of success with this technology. Fourthly, it is claimed that even low prospects
of success would not invalidate use of the technology. Success rates following oocyte vitrification are
primarily age-dependent, but comparable to those seen with IVF using fresh oocytes [29; 86; 102]. In
addition, women are highly likely, ultimately, to conceive naturally, but pregnancy is by no means guaranteed [61]. Oocyte cryopreservation is thus a precautionary measure to which recourse may be had,
for example, when a partnership is dissolved and biological reproductive time is running out. Lastly, two
arguments are used to counter the concern that cryopreservation is a technological pseudo-solution for
social problems: cryopreservation is unlikely to take the place of family-friendly employment conditions
since women of working age will continue to have children even after cryopreservation; the need for
family-friendly employment conditions will thus remain. Historical evidence shows that late motherhood is not an entirely new phenomenon, and births to women aged over 40 were common in the past.
Not all of these women had previously had children: there were also many single women who – as a
result of war or a scarcity of marriageable men – married late and unexpectedly bore children. In addition, it is argued that the life courses and models of women and men have changed – not as a result of
cryopreservation, but owing to increasing individualisation, globalisation and changing values.
2. Use of oocytes
The principle of beneficence is also invoked in connection with the use of cryopreserved oocytes.
Particularly controversial is the question of what is to be done if the woman is no longer of reproductive age: oocytes may be retrieved from a young, fertile woman so that they can be fertilised several
decades later and then transferred to the uterus after the menopause.
Against compatibility with the principle of beneficence it is argued, firstly, that women and men are
“buying time” and knowingly accepting risks for the mother and child [42]. Secondly, attention is drawn
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to the specific risks involved: late pregnancy is associated with an increased risk of hypertension and
gestational diabetes [6; 26], with low infant birthweight [87] and with an approximately 50% higher risk
of stillbirth [57]. Thirdly, fears are expressed that older women are no longer able to cope with the physical and psychological stresses of motherhood, and that the generational order may be disrupted [100].
“Enough with the theatre! To love babies at this age, it is OK, but in a grandmother’s role. The mother
will be in a retirement home, when her daughter will be 20. What is her future as a teenager, as a student? (Donzé 2010)”; or: “Another clinician recalls that according to the RMA [Reproductive Medicine
Act], the use of ARTs is submitted to the wellbeing of the child and that parents must be able to raise
the child until its majority: ’To place a burden upon the child who never asked for anything is against
nature, we are not entitled to do this’ (Cajeux 2008)” [17: 91]. Fourthly, in a metaphysical tradition of
thought, the normativity of nature is invoked. Here, nature is understood not merely as a biological phenomenon, but as the true essence of humankind. Part of humankind’s essence is that its reproductive
time span is limited [34]. From this, it is concluded that cryopreserved oocytes should only be used up
to the natural age limit for reproduction. Fifthly, it is argued that it is ethically unacceptable to advise a
woman aged 42 to undergo IVF using her own oocytes. Here, the live-birth rate per cycle is only 6.6%,
compared to over 40% in women aged 30 [67; 7].
In support of compatibility with the principle of beneficence it is argued that, even at the end of biological fertility, the desire for children is an important aspect of personal development. Thus, the psychological consequences of childlessness are said to be just as serious for a woman aged 42 as, for example, in a young woman with cancer [61]. From this perspective, cryopreservation can be considered
as insurance which one hopes never to have to use, since conception may occur naturally [61]1. In the
Netherlands, embryo transfer is permitted up to the age of 45, and in many US clinics the age limit is
50. In addition, advanced maternal age is not the only risk factor for a pregnancy (see also Section I 1.)
– a major influence is also exerted by various other factors, such as educational level, socioeconomic
status, lifestyle, bodyweight, pre-existing conditions, genetic factors or paternal age [93]. Numerous
studies also show that children born to mothers over 40 frequently grow up in a more stable environment than those with younger mothers [74], and that older mothers are better able to cope with stress
[104]. Lastly, human life expectancy has risen dramatically; people now live up to 31 years longer than
in the 19th century [122]. In spite of later births, generational relations are therefore comparable to or
even more favourable than in the 19th century.

1) For example, in the case of women with cancer, it can be assumed that about 20% will use their cryopreserved oocytes, as they can no longer conceive
naturally. Of these women, 20% will have a successful outcome (partly due to the low number of oocytes frozen, advanced age and other factors). Thus 4
out of a 100 women will benefit from oocyte cryopreservation. Despite the low success rate, nobody would seek to deny women with cancer the option
of cryopreservation. With social egg freezing, the success rates are similar, provided that the women concerned are not too young (e.g. under 25, in which
case natural pregnancy is very likely) or too old (e.g. over 40, in which case cryopreservation success rates are very low).
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IV.	Assessment in terms of social
ethics
The principle of justice calls for equitable distribution of healthcare and equality of treatment. In what
follows, an overview is given of arguments presented in the literature either supporting or opposing
oocyte cryopreservation from the perspective of social ethics. The position of the NCE is set out in
Section V.
1. Reproductive gender equality
Given the increase in life expectancy, women’s fertility is now lost at a relatively early age, especially
since the biological boundaries have not shifted. At the same time, there have been significant shifts in
the duration of education, the secondary and tertiary socialisation phases, entry into professional life and
age at marriage. In contrast, the reproductive period for men is much less restricted – not only in terms
of natural fertility, but also thanks to permissible medical methods such as sperm banking to preserve
male reproductive capacity if it is threatened, sperm donation [42], or intracytoplasmic sperm injection
(ICSI) in IVF. To this extent, oocyte cryopreservation would increase reproductive gender equality.
Critics reply that oocyte cryopreservation violates the natural order, which imposes limits on women,
but not on men. Media commentary speaks of “destruction of the created order” [17], and of the
“postmenopausal mother”, contradicting the natural ideal [98]. Women who put motherhood “on ice”
are described as selfish and irresponsible. Summarising, Bühler writes: “However, the extension of
fertility time through ARTs is associated with the production of a new category of mothers – older, perimenopausal, postmenopausal […] Swiss newspapers express concern about late motherhood, considering it as highly problematic and even as a national problem, as expressed in the daily newspaper
24H title ’Switzerland without answer to late pregnancies’ (Mayencourt 2012) in reaction to the case of
a 66-year-old single woman who had given birth to twins” [17: 90 f.]. In addition, it is claimed that the
expansion of female reproductive options is out of all proportion to the risks for mother and child, and to
the vanishingly small proportion of women who ultimately benefit from the procedure [51].
Proponents point out, firstly, that the media’s treatment of the issue regularly highlights extreme cases,
such as that of a 62-year-old breastfeeding mother [98]. By contrast, representative studies show that
in Sweden, for example, despite extensive use of assisted reproduction, the fraction of births above the
age of 45 among all births to women aged over 40 has declined substantially since the early 20th century and it has not increased markedly since the 1980s [12]. Secondly, it is pointed out that prejudices
against older mothers existed even before the era of assisted reproduction. For example, the proportion of births to mothers over 40 in the period before the Second World War was much higher than it
is today – partly because no methods of contraception were available at that time, but also because
of demographic changes. Older mothers were then accused of irresponsibility or a lack of continence
or virtue. Thirdly, the fact that women’s fertility is more restricted by biological factors than that of
men is considered to be not particularly relevant to the question of the justification of cryopreservation
[42]. After all, many medical procedures interfere with the course of nature, such as cosmetic surgery,
sterilisation, IVF or sperm donation. Male reproductive capacity [39] benefits considerably from such
procedures: intracytoplasmic sperm injection (ICSI) is used in about a third of all IVF cycles in Denmark
and in 56% in the US [45; 76]; in Switzerland, the proportion is 83% [97]. It is also argued that medical and social factors cannot be wholly separated: many IVF procedures are carried out on account of
infertility – a medical reason – which in turn is partly due to social factors, such as the couple’s advanced
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age. A holistic conception of health will also recognise, it is argued, that physiological and psychological
aspects are closely interconnected. At any rate, the diagnosis of age-related infertility has psychological
consequences for women. Fourthly, the postponement of family building as a result of other goals is
not a new phenomenon, and it is practised not just by women but also by men. Individuals should be
allowed to decide how to lead their own lives. Finally, critics of oocyte cryopreservation are said to focus
exclusively on “deliberate” postponement of pregnancy. There are, however, many women who wish
to make use of the procedure because they lack a suitable partner at the relevant time to start a family,
or would otherwise, with a certain likelihood, be dependent on donor oocytes [41].
2. Equal treatment in reproductive medicine
Critics of oocyte cryopreservation maintain that sufficient options are already available for becoming a
parent at an advanced age – for example, oocyte donation or adoption. Proponents reply that women
and men evidently have a need to start a family using their own reproductive cells. For example, couples
opt for ICSI – a complicated and costly procedure – and only rarely for donor sperm. So it is not clear
why other criteria should be applicable for the use of female reproductive cells [41]. In this context, it is
also argued that it is difficult to see why cryopreservation should be prohibited for women of fertile age,
while IVF is permitted for “medical” reasons in women with age-related infertility [41].
3. Gender equality in labour markets and in relationships
In contemporary winner-take-all societies, fundamental requirements for careers are not just an excellent education but also a succession of internships, time spent abroad, long hours at work, and the
willingness to travel and relocate [19]. US female top executives have the longest working hours of
any women worldwide [18]. Proponents of oocyte cryopreservation argue that the time gained thereby
should benefit women’s career development or strengthen their position, thus contributing to greater
gender equality in labour markets [5].
Critics caution, firstly, that cryopreservation is merely a pseudo-medical solution for a social problem,
and that employers need to enable or facilitate the compatibility of family and paid work. In addition,
cryopreservation is not an appropriate means of increasing the number of women in employment who
become mothers – on the contrary, there is a risk that the mere availability of the method could increase
the pressure on women to prioritise paid work. Understanding for mothers in the workplace could be
further reduced [80; 82]. Pressure to use cryopreservation could also be exerted by partners [7; 83].
In summary, doubts are expressed that women’s decisions to use oocyte cryopreservation are or can
be autonomous [100]. They are usually a result of social pressures – either because the woman lacks a
long-term partner and cryopreservation is marketed as insurance against childlessness, safe for mother
and child, or because the economic interests of third parties are foisted upon her [51].
In reply, it is argued that a restrictive approach to cryopreservation is not helpful for women, especially
since social changes take time [7]. In addition, the issue of the compatibility of child-rearing and paid
work is said to be just one of many reasons why women and men delay parenthood. Others are the
general increase in life expectancy, later committed relationships (e.g. marriage), new forms of partnership and individualistic tendencies [7]. In addition, it seems paternalistic to deny women the opportunity
for autonomous decision making.
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4. Social equality in reproduction
Today, access to assisted reproduction already depends on socioeconomic status: in the US, only 30%
of low-income women with fertility problems use infertility services, compared to 50% of high-income
women [23] – even though fertility problems tend to be more serious in women with a lower educational level [59]. There are fears that such disparities may be reinforced by oocyte cryopreservation [19].
Cryopreservation is costly and thus only available to a certain social class [51]. In addition, for those with
a high income, the opportunity costs of reduced occupational activity are greater, and workplaces are
usually more family-friendly, than in the low-income segment. Delaying parenthood thus pays off for
highly educated, high-income women.
Investing in career development has its price: many highly educated individuals do not form permanent
relationships [109]; this is particularly true of women [35]. Because education and career are initially
prioritised, limited time remains for women in the first half of their third decade to find a suitable partner
to start a family with. While highly educated women delay parenthood until they have a secure, familyfriendly position, working conditions for women with a lower educational level remain unfavourable
irrespective of age [18]. The labour market disadvantages suffered by highly educated women with
children are frequently negligible, while they are significant for women with lower educational attainment [14]. There have also been changes in marriage markets, with high-earning men increasingly entering into partnerships with high-earning women [96]. Family incomes of high earners have thus risen
considerably [18]. In addition, divorce rates have fallen among the highly educated, in contrast to those
with a lower educational level [47; 69], which naturally affects the situation of the children concerned
[64; 85].
These trends have prompted the criticism that the promise of oocyte cryopreservation as a means of
reducing gender inequality in labour markets only applies to a certain social class [18]. Cryopreservation
is said to be already a “privilege” of high-income population segments [59]. It could further increase
the fertility gap between elite and low-income groups [110]. Concerns have also been expressed that
cryopreservation could become routine among those who can afford it [18]. Rather than conceiving
naturally, more affluent classes could use their younger (genetically lower-risk) oocytes. Lastly, the
procedure is associated with a two-tier healthcare system, especially since the costs have to be borne
by the individual.
5. Cryopreservation as a fringe benefit
The provision of oocyte cryopreservation as a fringe benefit – introduced, for example, by Facebook and
Apple in 2014 – is a highly contentious issue [70].
Supporters of such benefits argue, firstly, that because employers consume young women’s valuable
reproductive time, it is only fair that they should pay for cryopreservation. Secondly, if the costs are covered, women can be expected to opt for cryopreservation at an early age, thus increasing the chances
of success if the oocytes are subsequently used.
Critics of employers’ practice of offering to cover the costs of cryopreservation mainly focus on the
message thereby conveyed: raising children is not compatible with having a career [10]. It is also ar-
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gued that companies are evading their responsibility to provide family friendly employment conditions.
Thirdly, there is the risk of pressure: “It is one thing for individual, healthy, young women to pursue
oocyte cryopreservation for personal reasons [...]. It is quite another thing for an employer to promote
oocyte cryopreservation among its healthy female employees, as a result of which employees may
feel pressured to postpone pregnancy and childbirth” [10: 65]. The offer of company-sponsored cryopreservation shows how personal motives and social pressures are interwoven. Of course, “delayed
motherhood” also occurs during working life. It is pointed out that, in contrast to the advantages for
companies, the procedure involves potential harms, with low chances of success, for the women concerned. Lastly, such agreements are scarcely operationalisable. [10].
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V. Summary and recommendations

The desire to have children of one’s own has both individual and anthropological (general human) origins; the desire is universal and integral to a society based on social relations. Oocyte cryopreservation
is a reflection of contemporary technological efforts to guarantee the fulfilment of this desire.
The review of the arguments supporting and opposing this procedure clearly shows the contentious nature of the international debate concerning the acceptability of cryopreservation of unfertilised oocytes
and their use in establishing pregnancies. This is largely due to differing assessments of the opportunities, risks and dangers associated with the new technologies.
On the one hand, cryopreservation can rightly be seen as expanding reproductive options: it makes it
possible for women, even at an advanced age, to conceive and bear children, using their own oocytes
and IVF. On the other hand, not only does the procedure involve health risks for woman and child, but
decisions on the use of these technologies are taken in a specific social and economic context. The
NCE believes that both aspects need to be taken into account in the ethical evaluation of oocyte cryopreservation. The new options are not solely conducive to autonomy – they also give rise to pressures,
expectations and social exclusion. For the NCE, therefore, the fundamental and essential requirement
is that women must first be empowered to make genuinely informed and autonomous reproductive
choices. This also includes a social environment which supports the compatibility of motherhood, career prospects and financial independence, so that women do not defer parenthood to late middle age
and thus only rarely need to resort to assisted reproduction.
In spite of its ambivalent assessment of the new technique, the NCE has formulated a number of recommendations. In line with the differences in the management and assessment of cryopreservation on
the one hand and subsequent use of unfertilised oocytes on the other, the first two recommendations
concern the technique of cryopreservation as such, and the next three concern subsequent use; the
two final recommendations relate to general aspects, i.e. the need to create a more sound evidence
base and appropriate consideration of the broader social framework.
1. Oocyte cryopreservation: eligibility and restrictions
(a) In certain cases, it may be difficult to distinguish between medical and social indications for oocyte
cryopreservation – for example, in the case of a 22-year-old woman with endometriosis (a condition
which, with increasing severity, can lead to infertility), whose ovarian reserve is not currently diminished, but who does not have a partner. It is not always appropriate to distinguish between a medical
and a social indication.
(b) Cryopreservation is not a therapeutic measure. As a preventive measure with a medical indication
(e.g. prior to cytotoxic cancer therapy), the costs of cryopreservation should be covered according to
the solidarity principle.
(c) Women should have access to oocyte cryopreservation regardless of their partnership status.
(d) It is not appropriate to specify a maximum age for oocyte retrieval since there are marked individual
differences with regard to ovarian reserve and chances of fertility – just as the age at onset of meno-
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pause varies widely. Biological limits are of course to be taken into account, especially as increased biological age is associated with reduced oocyte quantity and quality. Information must be provided on this
topic; the costs and potential risks must be weighed up against the potential benefits together with the
woman concerned. For oocyte cryopreservation, the woman should have reached the age of majority.
2. Information to be provided prior to oocyte retrieval for cryopreservation
Oocyte retrieval is an invasive procedure. In connection with oocyte cryopreservation, provision of
information in a comprehensive and professional manner is of the greatest importance. It is the key
requirement for an autonomous decision.
(a) It must be ensured that women interested in oocyte cryopreservation are fully informed about the
age-related – generally limited – chances of success of the procedure, the associated risks and costs,
the legal restrictions (e.g. concerning the storage period and age at time of use), other requirements for
subsequent use of cryopreserved oocytes, and alternatives to cryopreservation (including the chances
of success). This information is to be provided by health professionals. Counselling on the challenges of
late parenthood is also advisable.
(b) Both the woman’s personal situation and the legal situation may change. It must be ensured that
both the professionals and the woman concerned are informed about significant changes in the medical and legal framework, especially since the contractual relationship covers the entire period of cryopreservation.
(c) The NCE encourages health and educational institutions such as the Federal Office of Public Health,
professional associations or education committees, by means of targeted information efforts, to help
to improve women’s and men’s awareness of the development of fertility, so as to prevent involuntary
childlessness and the need to resort to assisted reproductive measures.
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3. Time limit for storage of cryopreserved oocytes
The Reproductive Medicine Act specifies a maximum period (i.e. 10 years) for the cryopreservation of
reproductive cells. This limit should be abolished. It creates perverse incentives for young women interested in cryopreservation, insofar as they may possibly avoid preserving oocytes at an early age, even
though this would be advisable, or subsequently have to transfer the oocytes to another country. There
is currently no evidence to suggest that oocyte quality declines with increasing storage time.
4. Age limit for use of cryopreserved oocytes
If oocytes are cryopreserved, pregnancy may be established even at an advanced age. The question up
to what age women should be allowed to use their oocytes is a matter of intense international debate.
Late pregnancy involves particular risks for the mother and fetus, and late motherhood poses social and
familial challenges. Under current legislation, with regard to age, couples using assisted reproductive
techniques are required to be likely to be able to care for the child until it reaches the age of majority. In
women, the menopause additionally represents a natural limit, which may however in individual cases
be overcome by the use of younger, cryopreserved oocytes.
The question of a fixed age limit on grounds of social ethics is one which is to be answered – if at all –
by democratically legitimated legislators. From an international viewpoint, the maximum age currently
specified for women using cryopreserved oocytes lies between 45 and 50 years. With regard to the
social dimension of parenthood – i.e. the question of the ability to care for a child, the assumption of
responsibility and generational relations – motherhood and fatherhood are to be treated equally.
With regard to the medical risks associated with pregnancy at an advanced age, guidelines should be
prepared by the specialist societies. Age is just one of several possible risk factors for the woman and
the future child which have to be taken into account. Guidelines developed by the specialist societies
(risk assessment, contraindications to pregnancy, avoidance of multiple pregnancies, etc.) are of great
importance. Physicians must always refuse to provide treatment if the health risks – especially for the
fetus – are too high.
5. Use of surplus oocytes
Only in a small minority of cases do women have to, or wish to, use the cryopreserved oocytes. Those
which are not required are ”surplus” oocytes. In Switzerland, oocyte donation is currently prohibited by
law. Efforts are, however, underway to lift the ban on oocyte donation. The woman concerned should
be able to express her wishes concerning the use of her surplus oocytes and choose between the possible options – i.e. to destroy them, to make them available for research, or possibly, in future, to donate
them.
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6. Best practice
Scientific knowledge of oocyte cryopreservation is currently based on non-representative samples, as
registration is not legally required. The NCE calls for the establishment of a national registry for mandatory registration of the cryopreservation of unfertilised oocytes – similar to the mandatory registration
of all IVF cycles – to permit scientific research on oocyte use and long-term effects. The registry should
have a user-friendly design so as to minimise the administrative effort involved for physicians.
7. Social policy framework
Demand for oocyte cryopreservation is substantially determined by the continued difficulty of combining career and family. An additional factor are changing conceptions of the family and of the roles of
women and men in society. Oocyte cryopreservation does not resolve the challenges thus raised. The
onus is on society, government and business to develop solutions whereby demand for this procedure
directly or indirectly attributable to social pressures and constraints can be limited.
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