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Encapsulation of ovarian allograft
precludes immune rejection and
promotes restoration of endocrine
function in immune-competent
ovariectomized mice

James Ronald Day?, Anu David?, Mayara Garcia de Mattos Barbosa*?,
Margaret Ann Brunette?, Marilia Cascalho*® & Ariella Shikanov®%3*

Premature ovarian insufficiency (POI) is a significant complication of cytotoxic treatments due to
extreme ovarian sensitivity to chemotherapy and radiation. POl is particularly devastating for young
girls reaching puberty, because it irreversibly affects their physical and cognitive development.
Changes occurring during puberty determine their height, bone health, insulin responsiveness, lipid
metabolism, cardiovascular health and cognition. The only available treatment for POI during puberty
is hormone replacement therapy (HRT), which delivers non-physiological levels of estrogen, lacks
other ovarian hormones and pulsatility, and is not responsive to feedback regulation. Here we report
that ovarian allografts encapsulated in a hydrogel-based capsule and implanted in ovariectomized
mice restore ovarian endocrine function in immune competent mice. Ovarian tissue from BALB/c mice
was encapsulated in poly(ethylene-glycol) (PEG) hydrogels, with a proteolytically degradable core

and a non-degradable shell. The dual capsules were implanted subcutaneously inimmune competent
ovariectomized C57BL/6 mice for a period of 60 days. As expected, non-encapsulated ovarian allografts
implanted in a control group sensitized the recipients as confirmed with donor-specific IgG in the serum,
which increased 26-fold in the 3 weeks following transplantation (p =0.02) and infiltration of the graft
with CD8T cells consistent with allo-immunity. In contrast, encapsulation in the Dual PEG capsules
prevented sensitization to the allograft in all the recipients with no evidence of lymphocytic infiltration.
In summary, the approach of hydrogel-based immunoisolation presents a minimally invasive and robust
cell-therapy to restore hormonal balance in ovarian insufficiency. This report is the first to demonstrate
the application of a tunable PEG-based hydrogel as an immunoisolator of allogeneic ovarian tissue

to restore endocrine function in ovariectomized mice and prevent cell-mediated immune rejection in
immune competent mice.

Ovarian Endocrine Function Restoration for Cancer Survivors with Premature
Ovarian Failure

Childhood cancer survival rates have significantly increased reaching over 80% in 2017 due to improved cancer
therapies; however, the same life-saving anticancer treatments have led to profound health complications in the
young survivors'-®. One of the most significant side effects of the anticancer therapy is ovarian toxicity, leading to
impaired gonadal function and premature ovarian insufficiency (POI)”®. POl is particularly devastating for young
girls reaching puberty, because it irreversibly affects their physical and cognitive development. Changes occurring
during puberty promote the physical and psychologic development into adulthood determining height, bone

!Department of Biomedical Engineering, University of Michigan, Ann Arbor, USA. 2Department of Macromolecular
Science & Engineering, University of Michigan, Ann Arbor, USA. 3Department of Obstetrics and Gynecology,
University of Michigan, Ann Arbor, USA. “Department of Surgery, University of Michigan, Ann Arbor, USA.
Department of Microbiology & Immunology, University of Michigan, Ann Arbor, USA. *email: shikanov@umich.edu

SCIENTIFIC REPORTS |

(2019) 9:16614 | https://doi.org/10.1038/s41598-019-53075-8


https://doi.org/10.1038/s41598-019-53075-8
http://orcid.org/0000-0003-0159-6419
mailto:shikanov@umich.edu

www.nature.com/scientificreports/

health, insulin responsiveness, lipid metabolism, cardiovascular health and cognition®-!!. These changes are initi-
ated before puberty and orchestrated by the pulsatile secretion of gonadotropin releasing hormone (GnRH) and
growth hormone (GH) from the hypothalamus, which in turn regulate the release of gonadotropins, luteinizing
(LH) and follicle-stimulating (FSH) hormones from the pituitary. FSH and LH stimulate the ovaries to produce
estradiol, androstenedione, progesterone, inhibins A and B, activin and follistatin which have systemic effects in
many organs and tissues including endocrine glands and the regulation of reproductive functions.

Hormones secreted from the ovary create a negative feedback loop by inhibiting the production of GnRH
and FSH in the brain, resulting in dynamic oscillating levels of circulating hormones and gonadotropins'>~*. The
pulsatility and the circadian rhythm of the hypothalamic-pituitary-gonadal (HPG) axis are crucial for the devel-
opment and regulation of a multitude of systems including the reproductive, fat, musculoskeletal, cardiovascular,
and immune systems'>!¢. Deficiency of gonadal hormones, as occurs in POI, leads to irreversible imbalance
in bone development and metabolic abnormalities. Thus, POI impedes normal puberty causing stunted bone
growth, abnormal fat distribution and deposition and metabolic changes®!”!8.

The only available treatment to initiate puberty in girls with POI is hormone replacement therapy (HRT).
HRT was originally designed to treat postmenopausal symptoms in women and long-term safety data in children
are scant'®. For puberty induction HRT is usually initiated with low levels of estrogen, followed by increasing
doses of estrogen and progesterone combination as a life-long treatment, until menopause?®?'. Unfortunately,
HRT delivers only a fraction of ovarian hormones, e.g. estrogen and progesterone, at higher doses and at a con-
stant and non-pulsatile rate, which is inadequate to reproduce physiological puberty?’. Achieving an optimal
pharmaceutical delivery of all the ovarian hormones is challenging due to the complexity of the regulation of the
HPG axis. As a result, HRT-mediated puberty in girls with POI results in premature closure of the bone growth
plate, cessation of bone growth and long-term metabolic imbalances>>*>%,

On the other hand, cryopreservation of ovarian tissue prior to gonadotoxic treatments followed by autotrans-
plantation is a promising novel experimental approach, which restores fertility and ovarian endocrine function.
This practice has already resulted in more than 70 babies born to identical twin sisters and cancer survivors who
cryopreserved their ovaries?®-*°. However, in patients with hematological malignancies, this procedure cannot be
performed because of the risk of introducing malignant cells present in the ovarian tissue, nor would it be helpful
for patients who did not cryopreserve their tissue before the anti-cancer treatments, which by far is the most
common case®' 4,

To mitigate the limitations of HRT and to avoid the risk of cancer recurrence associated with autotransplanta-
tion of ovarian tissue from subjects with hematologic cancers, we have developed a novel strategy to restore ovar-
ian endocrine function. In this study we investigated whether a synthetic viscoelastic poly(ethylene glycol vinyl
sulfone) (PEG-VS) hydrogel sustains survival and function of allogeneic ovarian tissue while preventing rejection.
The capsule provides a supportive environment for the encapsulated and implanted tissue, allows diffusion of
oxygen and nutrients, and physically prevents cell migration. Our earlier studies demonstrated that ovarian folli-
cles encapsulated in proteolytically degradable PEG-VS hydrogels developed to the antral stages in vitro*>*® and in
vivo®. By keeping the follicular structure intact we attempted to mimic the physiological interactions between the
follicular cells and to maintain the follicle symphony**-*°. Additionally, non-degradable PEG-VS matrices con-
ducive for tissue encapsulation evoked minimal inflammatory response after implantation in a syngeneic mouse
model**2. The objective of this study was to investigate whether PEG-VS-based capsules support the survival and
function of ovarian allografts and protect them from rejection, in absence of immune-suppression, in immune
competent mice with POIL.

Materials and Methods

Experimental design.  Adult cycling female mice (C57BL/6) underwent bilateral ovariectomies to induce
POI. Ovaries from BALB/c 6-8 days old mice were encapsulated in (i) a proteolytically degradable PEG-VS
hydrogel (PEG-PD) (Fig. 1A), (ii) a dual PEG-VS hydrogel (Dual PEG) containing a proteolytically degradable
PEG-VS core with a non-degradable shell and subcutaneously implanted for 60 days (n =10 recipient mice)
(Fig. 1E) and (iii) TheraCyte, a commercially available poly-terephthalate-ethylene (PTFE) pouch. TheraCyte
was used as a control for immune-protective capabilities as it has been used towards islet transplantation. All the
encapsulated ovarian allografts were implanted subcutaneously for 60 days (n = 10 recipient mice). In the control
group, non-encapsulated allogeneic ovaries from 6-8 days old BALB/c mice were subcutaneously implanted in
C57BL/6 mice (n=9) for 28 or 60 days. The number of donor mice matched the number of recipient mice with
each recipient mouse receiving 2 BALB/c ovaries.

Ovariectomies in recipient mice. The IACUC guidelines for survival surgery in rodents and the IACUC
Policy on Analgesic Use in Animals Undergoing Surgery were followed for all the procedures. Animal experi-
ments for this work were performed in accordance with the protocol approved by the Institutional Animal Care
and Use Committee (IACUC) at the University of Michigan (PRO00007716).

Bilateral ovariectomies were performed on adult female mice (C57BL/6) aged 12-16 weeks. The mice were
anesthetized by isoflurane. Carprofen (5 mg/kg. body weight, Rimadyl, Zoetis) was administered subcutaneously
for analgesia. The intraperitoneal space was exposed through a midline incision in the abdominal wall secured
using an abdominal retractor. The ovaries were removed, and the muscle and skin layer of the abdominal wall
were closed with 5/0 absorbable sutures (AD Surgical). The mice recovered in a clean warmed cage and received
another dose of Carprofen 12 hours post recovery or as needed.

Collection of donor ovaries. Ovaries from 6 to 8 days old BALB/c mice were collected and transferred to
Leibovitz L-15 media (Sigma-Aldrich, USA). The ovaries were dissected into 24 pieces and transferred in the
maintenance media (a-MEM, Gibco, USA) and placed in the CO, incubator for further manipulation.
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Figure 1. (A) Schematic of ovarian tissue encapsulation in PEG-PD. (B) Ovarian tissue encapsulated in
PEG-PD before implantation, (C) at time of sacrifice, and (D) after removal. (E) Schematic of ovarian tissue
encapsulation in Dual PEG. (F) Ovarian tissue encapsulated in Dual PEG before implantation, (G) at time of
sacrifice, and (H) after removal. Black arrow indicates ovarian tissue, dotted black arrow points to PEG-PD core,
white arrow points to the non-degradable PEG-based shell of the Dual PEG, and white dotted circle in C and

G indicates area of gel. Drawings used to depict the encapsulation process were created using Adobe Illustrator
(23.0.32019).

Peg-vs hydrogel preparation and ovarian tissue encapsulation. To prepare PEG-PD hydro-
gels, 8-arm PEG-VS (40kDa, Jenkem Technology, Beijing, China) was cross-linked with a plasmin sensitive
tri-functional peptide sequence (Ac-GCYK|NSGCYK|NSCG, MW 1525.69 g/mol, >90% Purity, CelTek,
| indicates the cleavage site of the peptide). Dual PEG hydrogels were prepared using 4-arm PEG-VS 20kDa,
Jenkem Technology) with Irgacure 2959 (Ciba, Switzerland, MW = 224.3) and 0.1% N-vinyl-2-pyrrolidone
(Sigma-Aldrich, St. Louis, USA). The detailed protocol is described in Day et al.** Donor ovaries were collected
from 6-8 days old BALB/c mice. The collected ovaries were transferred to Leibovitz L-15 media (Sigma-Aldrich,
USA) and dissected open. The ovarian tissue was then transferred into maintenance media (a-MEM; Gibco,
USA), kept at 37 °C and 5% CO,. For encapsulation in the PEG-PD, the ovarian tissue was transferred into a 10 pL
droplet of the plasmin sensitive tri-functional peptide and PEG-VS precursors’ solution. The droplet was allowed
to crosslink for 5 minutes and then was quenched in maintenance media (Fig. 1A). For Dual PEG hydrogel encap-
sulation, the tissue was first encapsulated in a 4 pL PEG-PD hydrogel and was then placed in the center of a 10 pL
bead of PEG-VS precursor solution (5% w/v PEG-VS, .4% Irgacure 2959, 0.1% NVP) and exposed to UV light for
6 minutes(Fig. 1E). All constructs were imaged immediately after encapsulation of the tissue (Fig. 1B,F).

Ovary encapsulation in theracyte. The port of the TheraCyte was widened using a Hamilton syringe
without compromising the integrity of the TheraCyte wall. The ovarian fragments were aspirated into a pipette
and inserted into the TheraCyte. To verify whether all the ovarian pieces were in the TheraCyte, the transpar-
ent plastic port and the pipette were inspected under the stereo microscope. The long port tube was shortened
and sealed by melting the plastic to prevent leakage of the ovarian pieces and invasion of the host cells. Each
TheraCyte contained ovarian tissue from two ovaries, and each recipient (C57BL/6) was implanted with one
TheraCyte.

Subcutaneous implantation. A small incision was made on the dorsal side of the anesthetized mice
(C57BL/6) and the immunoisolators (PEG-PD, Dual PEG and TheraCyte) with the ovarian tissue were implanted
subcutaneously. The skin was closed using 5/0 absorbable sutures. The mice received Carprofen for analgesia for
at least 24 hours after surgery or as needed. Mice were monitored for two months and euthanized at the end of
the experiment. Control mice received empty PEG-VS hydrogels or non-encapsulated ovarian tissue (BALB/c,
without a capsule) that were implanted subcutaneously for 28 days.

Serum hormone analysis. Every two weeks blood was collected from the lateral tail vein at set time points,
up to 1% of the total volume of the blood with a 5 ¥#” glass Pasteur pipette. At the time of sacrifice, blood was
collected via cardiac puncture. Following blood collection, samples were stored at 4 °C overnight, then centri-
fuged for 10 minutes at 10,000 rpm and the separated serum was stored at —20 °C. The samples were analyzed for
mouse FSH using a radio-immunoassay (Ligand Assay and Analysis Core Facility, University of Virginia Center
for Research in Reproduction).

Vaginal cytology. Daily vaginal cytology was used to establish presence of estrous cycle following ovariec-
tomies and restoration of ovarian endocrine function after implantation of ovarian allografts. The loss of estrous
cycle as a result of ovariectomies was confirmed by a persistence of leukocytes, which also correlated with ele-
vated levels of circulating follicle stimulating hormone (FSH). The cyclical transition of cells from leukocytes to
cornified and then to nucleated cells signaled resumption of normal estrous cyclicity and restoration of ovarian
endocrine function.
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Histological analysis of the retrieved devices and the encapsulated ovarian tissue. Following
sacrifice, the immunoisolating devices were retrieved from mice, fixed in Bouin’s fixative at 4 °C overnight, trans-
ferred and stored in 70% ethanol at 4 °C. After processing, samples were embedded in paraffin, serially sectioned
at 5um thickness, and stained with hematoxylin and eosin.

Flow cytometry. Serum allo-antibody titer measurements were performed using flow cytometry before and
after implantation and reported as mean fluorescence intensities (MFI) for the highest dilution showing fluo-
rescence detectable above background (non-immune serum from a non-implanted mouse) in immunized mice
(positive controls implanted with allogeneic ovaries without a device). Thymocytes were isolated from BALB/c
mice and incubated with serially diluted recipient serum for 30 minutes at 4 °C. Antibodies bound to the thymo-
cytes were detected by Cy5-conjugated goat anti-mouse IgG (1:250 dilution, 1030-15, Southern Biotech) and
Alexa Fluor 488-conjugated goat anti-mouse IgM (1:250 dilution, 1020-30, Southern Biotech) for 30 minutes at
4°C and analyzed in a BD FACSCanto II (BD Biosciences, Franklin Lakes, NJ). The mean fluorescence intensities
(MFI) in the APC-channel (measuring bound IgG) and FITC channel (measuring bound IgM) were determined
with FlowJo 10 software (FlowJo, LLC, Ashland, OR).

Immunohistochemistry forT cells. To analyze T cell infiltration following subcutaneous implantation
with PEG-PD, Dual PEG, and TheraCyte, paraffin-sectioned slides were stained to identify CD4 and CD8+ cells.
First, sections were deparaffinized with Xylene and rehydrated. The slides were incubated in antigen retrieval
buffer, pH9.0 (ab94681, Abcam) for 20 minutes at 97 °C and additional 20 minutes at room temperature to cool
down. Next, the slides were incubated with KPL Universal Block (5560-0009, Sera-Care) to block non-specific
binding sites for 30 minutes at room temperature. The sections were incubated at room temperature for 1 hour
with primary antibodies: rabbit monoclonal anti-mouse CD4 antibody (1:1000 dilution, ab183685, Abcam), rab-
bit polyclonal anti-mouse CD8 antibody (1:500 dilution, ab203035, Abcam). The slides were subsequently incu-
bated at room temperature with secondary antibodies: goat anti-rabbit Ig (1:100 dilution for 15 minutes, 4010-05,
Southern Biotech) for CD4 and goat anti-rabbit (1:50 dilution for 30 minutes, 4010-05, Southern Biotech) for
CD8. Diaminobenzidine (BDB2004L, Betazoid DAB Chromogen kit, BioCare Medical) was used as a chromogen
for 10 minutes at room temperature. Hematoxylin (220-102, Fischer Scientific) was used as a counterstain. For
negative-controls, paraffin sections were incubated without the primary antibody. To assess presence or absence
of CD8+- cells, 12 sections from the front, middle, and end of each specimen were examined, to represent the full
thickness of the implant.

Statistics. Statistical analysis was performed using the R software, version 3.1.2 (2014). Significance was
determined by Welch’s two-sample t-test. To determine whether there was a significant difference between the
ability of capsule to prevent rejection or not compared to controls, Pearson’s Chi-squared test was used. The two
main outcomes of the test were 1) the functionality of the tissue and 2) the ability of the capsule to minimize the
exposure of the allograft to the recipient’s immune system and minimize infiltration of the immune cells into the
capsule. 1) Consistent estrous cyclicity and decrease in circulating FSH levels qualified as “functional grafts”, while
absence of cycles and/or FSH levels similar to levels in ovariectomized deemed as “non-functional’. 2) Inability
to detect circulating allo-antibodies and absence of CD8+ T cells in the allografts were deemed the capsules
“immunoisolating” Mice that presented with elevated levels of FSH, yet had undetectable levels of circulating
allo-antibodies were classified as having a primary failure of the ovarian tissue for non-immunological reasons.

Results

Macroscopic evaluation of the ovarian implants.  To determine physical integrity, all the encapsulating
devices were macroscopically inspected at the time of retrieval after 60-day implantation period. The PEG-VS
hydrogel-based capsules were easily identified and removed from the subcutaneous space. The ovarian tissue
was visible at the center of the hydrogels. The PEG-based hydrogel capsules with ovarian allografts demonstrated
minimal interaction with the host tissues at the implantation site (Fig. 1C,D,G,H). Similar to our findings from
the syngeneic implantation*?, macroscopically the capsules appeared intact and transparent, with no or minimal
tissue attached and with no visible blood vessels or capillaries growing around or in the capsule.

In contrast, the TheraCyte device, although intact, was firmly embedded in the subcutaneous space of the
host. Multiple visible blood vessels surrounded the TheraCyte capsule. These findings are consistent with known
properties of the PTFE surface promoting protein adsorption, interactions with cells and inflammatory changes
in the surrounding tissues**-*¢. The controls ovarian allografts implanted without a device lasted less than 3 weeks
after implantation and were completely destroyed leaving only intense vascularization due perhaps to immunity
and inflammation (Supplemental Fig. 1).

Restoration of ovarian endocrine function. We evaluated restoration of ovarian endocrine function by
measuring the regularity of estrous cycles and circulating levels of FSH. In mice of reproductive age (starting at 4
weeks old) regular estrous cyclicity corresponds with normal ovarian function and ovulation. Each estrous cycle
lasts 4-5 days and is easily identified by the type of cells present in the vaginal cytology sample. The estrous cycle
corresponds to four stages: metestrus, estrus, proestrus and diestrus. After bilateral ovariectomy mice experience
persistent diestrus and consistent with absence of ovarian function we found no cornified cells in the samples of
vaginal cytology for a 2-week period.

After implantation of allogeneic ovarian tissue encapsulated in PEG-PD, TheraCyte, and Dual PEG mice
demonstrated an average of 8, 11, and 12 cycles, respectively, over the 60-day implantation period (Fig. 2). All the
mice (n=9/9) implanted with non-encapsulated ovarian allograft (control group), resumed cyclicity one week
after implantation. However, four weeks after the implantation all the control mice stopped cycling and returned
to the continuous diestrus phenotype characteristic of POI, averaging at 5.75 cycles over a 60-day implantation
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Figure 2. Restoration of estrous cycle in mice receiving encapsulated ovarian tissue. (A) Average number
of cycles over the 60-day implantation period in mice receiving encapsulated ovarian tissue in PEG-PD,
TheraCyte, and Dual PEG. Dashed line indicates the expected average number of cycles over 60 days, and “a”
and “b” indicate significant differences, p < 0.05. Representative cycles of mice receiving (B) non-encapsulated
ovarian tissue, (C) ovarian tissue encapsulated in PEG-PD, (D) ovarian tissue encapsulated in TheraCyte, and

(E) ovarian tissue encapsulated in Dual PEG.
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period (Fig. 2A,B). In the PEG-PD group 90% of mice resumed cyclicity in the first week, however the rate of
cyclicity continuously decreased and at the end of the experiment (60 days), only 50% of the mice were still
cycling. Implantation of ovarian allograft encapsulated in TheraCyte restored cyclicity in 80% of the mice by the
first week of implantation. The percentage of cycling mice steadily increased and and reached 100% after 4 weeks
and remained steady up to day 60. Mice that received ovarian allograft encapsulated in Dual PEG experienced
a delay in resumption of cyclicity compared to other mice, with only 50% of the mice cycling in the first week of
implantation, 80% by the second and 100% by week 4. By the end of the implantation period, 80% of the mice
receiving the Dual PEG implants were still cycling (Fig. 2B,C,D,E). Mice receiving allogeneic tissue encapsulated
in Dual PEG exhibited the highest degree of estrous cycle resumption indicated by an average of 12 cycles over the
60 day implantation period (Fig. 2A), which is the expected amount of cycles for a non-menopausal mouse over
that time span given the observed delay to resume estrous activity.

Circulating FSH and estradiol levels in healthy mice are inversely proportional and fluctuate during the estrous
cycle because estradiol inhibits the production and secretion of FSH via negative feedback loop. Circulating FSH
levels, serve as reliable surrogates for ovarian endocrine function. Before ovariectomies, mice in all the groups
had an average FSH level of 9ng/mL (n=9 for the controls, n =10 for the TheraCyte, n = 10 for the PEG-PD
and n = 10 for Dual PEG). Following ovariectomies, FSH levels rose significantly to an average of 53 ng/mL,
confirming the disruption of the HPG axis in all these mice (Fig. 3). In the control group, where mice received the
non-encapsulated allogeneic ovarian tissue, FSH levels remained elevated during the 60-day implantation period,
confirming insufficient production and secretion of ovarian hormones (Fig. 3B). In the PEG-PD group, five out of
ten mice exhibited a significant decrease of FSH levels from 53 ng/mL to 23 ng/mL (p=0.003) by day 60 and were
deemed the “functional group” (Fig. 3A,D). The remaining five mice had an average FSH level of 56 ng/mL at day
60 similar to the levels before implantation (54 ng/mL) indicating absence of ovarian endocrine function, e.g. the
“non-functional group” (Fig. 3A,E). In the TheraCyte implant group, seven out of ten mice were “functional” and
had an average FSH level of 34 ng/mL after implantation compared to 50 ng/mL before implantation, (p =0.02)
(Fig. 3A,H). In three mice with TheraCyte implants, however, FSH levels did not decrease and reached an average
of 63 ng/mL at 60 days indicating tissue failure. (Fig. 3A,I). The Dual PEG group had the greatest number of mice
demonstrating estrous cyclicity and decreased levels of FSH. Based on estrous activity, the encapsulated tissue in
Dual PEG was functional in eight of ten mice after 60 days of implantation. In these eight mice, we observed a sig-
nificant decrease of FSH levels from 48 ng/mL to 28 ng/mL (p=0.002) (Fig. 3A,L). The remaining two mice with
the Dual PEG implants that stopped cycling by day-60 had an average FSH level of 68 ng/mL at day 60 indicating
tissue failure (Fig. 3A,M).

To evaluate the follicular development of the implanted ovarian tissue we analyzed tissue sections explanted
at 60 days after implantation by histological analysis. In controls transplanted with non-encapsulated ovarian
allografts we observed no ovarian follicles at the site of implantation, consistent with graft rejection (Fig. 3C).
In contrast, we observed all stages of ovarian follicle development (up to the antral stage) in sections obtained
from the functional PEG-PD, TheraCyte and Dual PEG encapsulated allografts (Fig. 3FJ,N) indicating that those
devices support follicle development. Multiple antral follicles were not observed in any of the groups. As expected,
there were no structurally healthy-looking ovarian follicles in sections from non-functional PEG-PD, TheraCyte
and Dual PEG implants (Fig. 3G,K,0).
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Figure 3. (A) Percentage of non-encapsulated ovarian tissue and encapsulated ovarian tissue in PEG-PD,
TheraCyte, and Dual PEG that remained functional throughout the time course of the implantation or became
non-functional. Consistent estrous cyclicity and decrease in circulating FSH levels qualified as “functional
grafts”, while absence of cycles and/or FSH levels similar to levels in ovariectomized deemed as “non-
functional”. (B) FSH levels of mice receiving non-encapsulated allogeneic ovarian tissue. (C) Histological image
of non-encapsulated allogeneic ovarian tissue after 28 days post implantation. Serum FSH levels of (D,H,L)
encapsulated ovarian tissue that remained functional or (E,I,M) became non-functional during the time course
of the implantation in PEG-PD, TheraCyte, and Dual PEG, respectively. *Indicates statistical significance,

p <0.05, and n.s. represents not significant. Histological images of “functional” (F,J,N) or (G,K,O) “non-
functional” encapsulated ovarian allografts in PEG-PD, TheraCyte, and Dual PEG, respectively, and retrieved
60 days after implantation. ‘—14’ corresponds to one day before ovariectomy and 2 weeks prior to implantation.
‘—1 corresponds to two weeks after ovariectomy and 1 day prior to implantation. (N inset) Ovarian allografts
containing healthy ovarian follicles were completely encapsulated in PEG through 60 days implantation. (P)
indicates PEG, and (T) represents TheraCyte. Scale bars: 500 pm(F), 200 pm (C,0), 100 pm (G, N inset), 50 pm
(JK.N).

Ovarian allograft immunity. Efficacy of encapsulation to sustain ovarian allograft function depends on
preventing host sensitization and/or destruction by allo-immunity effectors. Allo-specific immunity is man-
ifested by the production of specific-antibodies and by infiltration of grafts by lymphocytes. To determine if
encapsulated ovarian allografts evoked immunity we measured circulating allo-specific IgM and IgG by flow
cytometry. Figure 4A,B demonstrate that donor-specific IgG increased 26 fold in the 3 weeks following trans-
plantation (p =0.02) of non-encapsulated ovarian allografts. As hypothesized, all of the ovarian allografts evoked
allo-specific immunity (n=9/9) (Fig. 4A,B). Inmuno-pathology examination of the grafts revealed infiltration
with CD8 T cells consistent with allo-immunity (Fig. 4C).

In contrast, encapsulation of the ovarian tissue in Dual PEG hydrogels blocked sensitization in all the recipient
mice. None of the mice receiving ovarian allograft encapsulated in Dual PEG devices (n=10/10 immunoisolating)
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Figure 4. (A) Representative flow cytometry plots reflecting binding of serum allo-specific antibodies from
recipients of non-encapsulated grafts, to donor cells. Y-axis, donor-specific IgG; X-Axis, donor-specific IgM.
The mean fluorescence intensity (MFI) for donor specific IgG reflects the average of values read on the Y- Axis;
the MFI for donor specific IgM reflects the average of values read on the X-Axis (B) Graph depicts the average
MFI + SD of allo-specific IgG in mice receiving non-encapsulated allogeneic ovarian tissue. *Indicates statistical
significance (p < 0.05) (C) Immunohistochemical staining of CD8+- cells present in the non-encapsulated
allograft. (D) Representative flow cytometry plots reflecting binding of serum allospecific antibodies,

obtained from recipients of dual PEG-encapsulated grafts, to donor cells; and (E) Average MFI =+ SD of allo-
specific IgG in mice receiving allogeneic ovarian tissue encapsulated in Dual PEG. (F) Immunohistochemical
staining of CD8+- cells in the dual PEG-encapsulated allograft. Scale bars: 100 pm(C), 200 pm(F). Inability

to detect circulating allo antibodies and absence of CD8+ T cells in the allografts were deemed the capsules
“immunoisolating”.

produced allo-specific IgG up to 60 days after transplantation, at explant (Fig. 4D,E). Consistent with the absence
of allo-immunity, immunopathology analysis of the ovarian allografts encapsulated in the Dual PEG device
showed no evidence of lymphocytic infiltration. (Fig. 4F). These results indicate that the Dual PEG device has
immune-isolating properties and suggests non-immunologic reasons, such as primary tissue-driven failure, for
the absence of ovarian function in two Dual PEG device encapsulated allografts.

Ovarian allografts encapsulated in degradable capsules, PEG-PD, and Theracyte produced mixed results in
terms of ovarian function and allo-immunity (Fig. 5). Encapsulation in PEG-PD hydrogels was less effective
at preventing sensitization than encapsulation with in Dual PEG hydrogels. Five out of 10 mice with allografts
encapsulated in PEG-PD hydrogels had allo-specific IgG and CD8 T lymphocytes were detected in the excised
graft. (Fig. 5D,E,F). In these mice, follicles were not observed and little viable tissue remained after 60 days,
corroborating the tissue was not functional. Of the 10 mice implanted with ovarian allografts encapsulated in
TheraCyte, three mice developed a an allo-specific IgM-IgG response and had CD8 lymphocytes in the graft
(Fig. 5J,K,L). In summary we show that Dual PEG devices allow long-lived function of ovarian allographs while
blocking sensitization of the host. Dual PEG devices were superior to TheraCyte or PEG-PD at maintaining func-
tion of the enclosed tissue (Fig. 3A).

Discussion

In this study, we used PEG based hydrogel capsules to enclose and implant ovarian allografts in immune compe-
tent ovariectomized mice to restore the ovarian endocrine function in the hosts. We had demonstrated earlier that
the proteolytically degradable synthetic PEG hydrogels (PEG-PD) cross-linked with protease sensitive peptides
promote the survival and growth of encapsulated murine primordial ovarian follicles in a syngeneic mouse model
of POI*”#2, Our results show that encapsulation with PEG-PD and Dual PEG hydrogel sustain physiological
development of ovarian allograft tissue in vivo. Dual PEG implants proved to be superior at maintaining function
in the long run because they maintain structural integrity for longer that PEG-PD.

While the degradable PEG-PD hydrogels sustain ovarian follicle growth in a syngeneic model, we hypothe-
sized that degradation of these hydrogels cannot support long-term survival and function of ovarian allografts
because the immune cells from the host would eventually reach the allograft causing rejection. In fact, 60 days
post implantation, 50% of PEG-PD ovarian allografts were “non-functional” similar to non-encapsulated allo-
grafts with elevated levels of circulating allo-specific IgG. We hypothesize the degradable matrix of PEG-PD
resulted in larger pores over time, which allowed sensitization to occur and allowed host immune cells to infil-
trate the hydrogel and cause further damage to the encapsulated tissue. Interestingly, only 50% of the hydrogels
degraded enough to allow infiltration of the immune cells while the other 50% remained functioning with no
detectable sensitization. These findings suggest that the kinetics of degradation of the PEG-PD hydrogels deter-
mines variable host responses and may introduce variability.
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Figure 5. Representative flow cytometry plots reflecting binding of serum allo-specific antibodies from
recipients of allogeneic ovary tissue encapsulated in PEG-PD or TheraCyte where the tissue (A,G) remained
functional or (D,]) failed during the implantation period. Average MFI + SD of allo-specific IgG levels in
mice receiving PEG-PD and TheraCyte where the tissue (B,H) remained functional or (E,K) failed during the
implantation period. Immunohistochemical staining of CD8+ cells present in mice receiving PEG-PD and
TheraCyte where the tissue (C,I) remained functional or (F,L)failed. Scale bars: 100 pm (C,F,LL).

To combine the benefits of hydrogels at sustaining ovarian function and a more robust shell to avoid sensi-
tization and early graft demise, we developed a Dual PEG hydrogel encapsulating system with a proteolytically
degradable core to allow follicular development and a non-degradable outer shell to act as a barrier against the
host immune system. In a syngeneic study, Dual PEG hydrogels implanted with ovarian tissue caused minimal
inflammatory response and supported ovarian follicle survival and development, and promoted restoration of
endocrine function in ovariectomized mice for at least 60 days*?. In the current study, we investigated whether
Dual PEG hydrogels protected the encapsulated ovarian allograft from the host immune system and restored
ovarian endocrine function. The dual capsule was compared to TheraCyte, a commercially available immunoi-
solator experimentally used for allogeneic islet transplantation. Encapsulated islets have been shown to survive
in TheraCyte in allogeneic models, however in human clinical trials, insulin independence was not achieved®”.
Recently, we showed that TheraCyte supports implantation of ovarian allograft for 21 days and protects the tissue
from rejection*®. We found the retrieved TheraCyte devices to be encapsulated and completely surrounded by
the recipient tissue while the inert surface of the Dual PEG hydrogels resulted in minimal interactions with the
host which is consistent with earlier findings**2. The survival and function of ovarian allografts in Dual PEG was
superior compared to allografts in the TheraCyte device. It is possible that the encapsulation and deposition of
cells and extracellular matrix around the TheraCyte device contributed to decreased function. Additionally, the
confined space in the rigid pouch of TheraCyte could restrict follicle expansion and further contributing to fail-
ure, while the modular design of the Dual PEG can accommodate follicle expansion and greater number of tissue
fragments. Lastly, inclusion of the non-degradable shell in the Dual PEG capsules shielded the allogeneic ovarian
tissue against an allogeneic response in contrast with what was observed with the PEG-PD alone.

Of those mice that did not experience rejection, a significant decrease in the levels of FSH compared to the
preimplantation FSH levels was observed. This decrease in FSH levels is due to the implants’ ability to produce
estrogen thereby restoring the HPG axis in the ovariectomized mice. We used ovaries from 6-8 days old BALB/c
mice due to the presence of a higher proportion of primordial/primary follicles, which could withstand the initial
hypoxic environment post-transplantation. Following transplantation, a restoration of estrous activity could be
due to the activation of the implanted follicles and recruitment into the growing pool with every estrous cycle.
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Growing follicles were consistently present in the histological analysis of the encapsulated ovarian implants in
mice showing decreased FSH levels.

Sittadjody et al.**° reported that multilayered constructs prepared with cells isolated from ovarian tissues
and encapsulated in alginate secreted sex hormones in vitro and restored HPG axis in syngeneic studies in rats.
Importantly, this study demonstrated superior short- and long-term outcomes from delivery of ovarian cells com-
pared to pharmacological HRT (pHRT) in ovariectomized rats, which may have important clinical implications.
In the current study we investigated whether the allogeneic ovarian tissue was immune-protected by measuring
allo-specific antibodies and T-cell infiltration of grafts. In contrast to the non-encapsulated or failed ovarian allo-
grafts that presented with elevated levels of allo-specific IgG and CD8+ lymphocyte graft infiltration, allo-specific
IgG in the sera of mice receiving the dual encapsulated ovarian tissue were undetectable and there was no lym-
phocyte infiltration of the implants. Mice with elevated allo-specific IgG and CD8 T cells corresponded with the
failure to restore HPG axis. These mice had elevated FSH levels indicating that the implanted allogeneic ovarian
tissue was rejected by the host immune system.

In summary, the approach of hydrogel-based immunoisolation presents a minimally invasive and a robust way
to restore hormonal balance in mice. The basic biology and the factors regulating folliculogenesis are similar in
mouse and humans, however further comprehensive and mechanistic studies in large animals will establish the
importance of vascularization and the advantages over pharmacological regimens currently available. Because,
this cell-based therapy delivers hormones in a pulsatile self-regulating manner, adverse side effects observed with
pharmacological treatments can be avoided. This report is the first to demonstrate the feasibility and application
of a tunable PEG-based hydrogel to encapsulate allogeneic ovarian tissue and to restore endocrine function in
ovariectomized mice preventing rejection. Future non-human primate studies will be conducted to assess the
ability of the Dual PEG capsule to support corpus luteum formation; capsule modification may be required to
promote vasculature formation and greater diffusion of necessary metabolites and nutrients without the risk of
immune rejection.

Data availability
The datasets generated during and/or analyzed during the current study are available from the corresponding
author on reasonable request.

Received: 17 May 2019; Accepted: 15 October 2019;
Published online: 12 November 2019

References
1. Chemaitilly, W. et al. Premature ovarian insufficiency in childhood cancer survivors: A report from the St. Jude lifetime cohort. J.
Clin. Endocrinol. Metab. 102, 2242-2250 (2017).
2. Hershlag, A., Rausch, M. E. & Cohen, M. Part 2: Ovarian Failure in Adolescent Cancer Survivors should be Treated. J. Pediatr.
Adolesc. Gynecol. 24,101-103 (2011).
3. Rose, S. R. et al. Late endocrine effects of childhood cancer. Nature Reviews Endocrinology, https://doi.org/10.1038/nrendo.2016.45
(2016).
4. Woodruff, T. K. Reproductive endocrinology: Fertility in female survivors of childhood cancer. Nat. Rev. Endocrinol. 9, 571-572
(2013).
5. Sklar, C. A. et al. Hypothalamic-Pituitary and Growth Disorders in Survivors of Childhood Cancer: An Endocrine Society* Clinical
Practice Guideline. J Clin Endocrinol Metab, https://doi.org/10.1210/jc.2018-01175 (2018).
6. Noone, A. M. et al. (eds). Cancer Statistics Review, 1975-2015 - SEER Statistics. SEER Cancer Statistics Review (2017).
7. De Vos, M., Smitz, ]. & Woodruff, T. K. Fertility preservation in women with cancer. Lancet, https://doi.org/10.1016/S0140-
6736(14)60834-5 (2014).
8. Green, D. M. et al. Ovarian failure and reproductive outcomes after childhood cancer treatment: Results from the childhood cancer
survivor study. J. Clin. Oncol. 27, 2374-2381 (2009).
9. Jensen, A. K. et al. Cryopreservation of ovarian tissue for fertility preservation in a large cohort of young girls: focus on pubertal
development. Hum. Reprod. 32, 154-164 (2016).
10. Zacharin, M. Disorders of ovarian function in childhood and adolescence: Evolving needs of the growing child. An endocrine
perspective. BIOG An Int. ]. Obstet. Gynaecol. 117, 156-162 (2010).
11. Guglielmo Beccuti. Normal and Abnormal Puberty. 183-210 (2015).
12. Bailey, M. & Silver, R. Sex differences in circadian timing systems: Implications for disease. Frontiers in Neuroendocrinology, https://
doi.org/10.1016/j.yfrne.2013.11.003 (2014).
13. Sellix, M. T. & Menaker, M. Circadian clocks in the ovary. Trends in Endocrinology and Metabolism, https://doi.org/10.1016/j.
tem.2010.06.002 (2010).
14. Miller, B. H. & Takahashi, J. S. Central circadian control of female reproductive function, https://doi.org/10.3389/fendo.2013.00195
(2013).
15. Newell-Fugate, A. E. The role of sex steroids in white adipose tissue adipocyte function. Reproduction 153, R133-R149 (2017).
16. Guzman, C., Hernandez-Bello, R. & Morales-Montor, J. Regulation of Steroidogenesis in Reproductive, Adrenal and Neural Tissues by
Cytokines. The Open Neuroendocrinology Journal 3 (2010).
17. Staley, K. & Scharfman, H. A woman’ s prerogative. Nat. Neurosci. 8, 697-699 (2005).
18. Wallace, W. H. B., Kelsey, T. W. & Anderson, R. A. Fertility preservation in pre-pubertal girls with cancer: The role of ovarian tissue
cryopreservation. Fertility and Sterility, https://doi.org/10.1016/j.fertnstert.2015.11.041 (2016).
19. Panay, N., Hamoda, H., Arya, R. & Savvas, M. The 2013 British Menopause Society & Women's health concern recommendations
on hormone replacement therapy. Menopause Int., https://doi.org/10.1177/1754045313489645 (2013).
20. Dunkel, L. & Quinton, R. Transition in endocrinology: Induction of puberty. European Journal of Endocrinology, https://doi.
org/10.1530/EJE-13-0894 (2014).
21. Kristensen, S. G. & Andersen, C. Y. Cryopreservation of ovarian tissue: Opportunities beyond fertility preservation and a positive
view into the future. Front. Endocrinol. (Lausanne). 9, 1-10 (2018).
22. Agarwal, S., Alzahrani, F. A. & Ahmed, A. Hormone replacement therapy: Would it be possible to replicate a functional ovary? Int.
J. Mol. Sci. 19 (2018).
23. Panay, N., Hamoda, H., Arya, R. & Savvas, M. The 2013 British Menopause Society & Women’s health concern recommendations
on hormone replacement therapy. Menopause Int. 19, 59-68 (2013).

SCIENTIFIC REPORTS |

(2019) 9:16614 | https://doi.org/10.1038/s41598-019-53075-8


https://doi.org/10.1038/s41598-019-53075-8
https://doi.org/10.1038/nrendo.2016.45
https://doi.org/10.1210/jc.2018-01175
https://doi.org/10.1016/S0140-6736(14)60834-5
https://doi.org/10.1016/S0140-6736(14)60834-5
https://doi.org/10.1016/j.yfrne.2013.11.003
https://doi.org/10.1016/j.yfrne.2013.11.003
https://doi.org/10.1016/j.tem.2010.06.002
https://doi.org/10.1016/j.tem.2010.06.002
https://doi.org/10.3389/fendo.2013.00195
https://doi.org/10.1016/j.fertnstert.2015.11.041
https://doi.org/10.1177/1754045313489645
https://doi.org/10.1530/EJE-13-0894
https://doi.org/10.1530/EJE-13-0894

www.nature.com/scientificreports/

24.

25.
26.

27.

28.

29.

30.

31.
32.

33.

34,

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.
48.

49.

50.

Sood, R., Faubion, S. S., Kuhle, C. L., Thielen, J. M. & Shuster, L. T. Prescribing menopausal hormone therapy: An evidence-based
approach. International Journal of Women'’s Health, https://doi.org/10.2147/IJWH.S38342 (2014).

Silber, S. Ovarian tissue cryopreservation and transplantation: scientific implications. J. Assist. Reprod. Genet. 33, 1595-1603 (2016).
Silber, S. J. et al. Ovarian Transplantation between Monozygotic Twins Discordant for Premature Ovarian Failure. N. Engl. J. Med.
353, 58-63 (2005).

Donnez, J. & Dolmans, M. M. Ovarian cortex transplantation: 60 reported live births brings the success and worldwide expansion
of the technique towards routine clinical practice. J. Assist. Reprod. Genet. 32, 1167-1170 (2015).

Meirow, D. et al. Transplantations of frozen-thawed ovarian tissue demonstrate high reproductive performance and the need to
revise restrictive criteria. Fertil. Steril. 106, 467-474 (2016).

Dittrich, R., Hackl, J., Lotz, L., Hoffmann, I. & Beckmann, M. W. Pregnancies and live births after 20 transplantations of
cryopreserved ovarian tissue in a single center. Fertil. Steril. 103, 462-468 (2015).

Paradisi, R. et al. First Italian birth after cryopreserved ovarian tissue transplantation in a patient affected by non-Hodgkin’s
lymphoma. Int. J. Hematol. Oncol. 7, JTHO8 (2018).

Blumenfeld, Z. Ovarian tissue transplantation and leukemia. Fertil. Steril. 109, 69-70 (2018).

Dolmans, M. M. & Soares, M. Risk of transferring malignant cells with transplanted frozen-thawed ovarian tissue. Gonadal Tissue
Cryopreserv. Fertil. Preserv. 99, 161-173 (2016).

Bastings, L. et al. Autotransplantation of cryopreserved ovarian tissue in cancer survivors and the risk of reintroducing malignancy:
A systematic review. Hum. Reprod. Update 19, 483-506 (2013).

Moravek, M. B. et al. Development of a Pediatric Fertility Preservation Program: A Report From the Pediatric Initiative Network of
the Oncofertility Consortium. J. Adolesc. Heal., https://doi.org/10.1016/j.jadohealth.2018.10.297 (2019).

Mendez, U., Zhou, H. & Shikanov, A. Synthetic PEG hydrogel for engineering the environment of Ovarian follicles. Methods in
Molecular Biology 1758 (2018).

Shikanov, A., Smith, R. M., Xu, M., Woodruff, T. K. & Shea, L. D. Hydrogel network design using multifunctional macromers to
coordinate tissue maturation in ovarian follicle culture. Biomaterials 32, 2524-2531 (2011).

Kim, J. et al. Synthetic hydrogel supports the function and regeneration of artificial ovarian tissue in mice., https://doi.org/10.1038/
npjregenmed.2016.10 (2016).

Sanfins, A., Rodrigues, P. & Albertini, D. E GDF-9 and BMP-15 direct the follicle symphony. J. Assist. Reprod. Genet. 35,1741-1750
(2018).

Segars, J. H. et al. Biomechanics and mechanical signaling in the ovary: a systematic review. J. Assist. Reprod. Genet. 35, 1135-1148
(2018).

Sugiura, K., Pendola, E L. & Eppig, J. ]. Oocyte control of metabolic cooperativity between oocytes and companion granulosa cells:
Energy metabolism. Dev. Biol. 279, 20-30 (2005).

Day, J. R. et al. Acta Biomaterialia The impact of functional groups of poly (ethylene glycol) macromers on the physical properties of
photo-polymerized hydrogels and the local inflammatory response in the host. 67, 42-52 (2018).

Day, J. R. et al. Immunoisolating poly(ethylene glycol) based capsules support ovarian tissue survival to restore endocrine function.
J. Biomed. Mater. Res. - Part A 106 (2018).

Kumagai-Braesch, M. et al. The theracyte device protects against islet allograft rejection in immunized hosts. Cell Transplant. 22,
1137-1146 (2013).

Chen, S. H. et al. Effect of TheraCyte-encapsulated parathyroid cells on lumbar fusion in a rat model. Eur. Spine J. 21, 1734-1739
(2012).

Tarantal, A. E, Lee, C. C. I. & Itkin- Ansari, P. Real-time bioluminescence imaging of macroencapsulated fibroblasts reveals allograft
protection in rhesus monkeys (Macaca mulatta). Transplantation 88, 38—-41 (2009).

Elliott, R. B. et al. Transplantation of micro- and macroencapsulated piglet islets into mice and monkeys. Transplant. Proc. 37,
466-469 (2005).

Ludwig, B. et al. Transplantation of human islets without immunosuppression. Proc Natl Acad Sci USA 110, 19054-8 (2013).
David, A. et al. Restoring Ovarian Endocrine Function with Encapsulated Ovarian Allograft in Immune Competent Mice. Ann.
Biomed. Eng. 45 (2017).

Sittadjody, S. et al. In vivo transplantation of 3D encapsulated ovarian constructs in rats corrects abnormalities of ovarian failure.
Nat. Commun. 8 (2017).

Sittadjody, S. et al. Engineered multilayer ovarian tissue that secretes sex steroids and peptide hormones in response to
gonadotropins. Biomaterials 34, 2412-2420 (2013).

Author contributions

J.R.D. contributed to the design of the work, writing of the manuscript, acquisition of the work, including
encapsulations, explantations, vaginal cytology, histological analysis, and flow cytometry, as well as the analysis
of the data. A.D. contributed to the design of the work and acquisition of data including implantations and
explantations, blood collection, histological analysis, and flow cytometry, as well as writing the manuscript.
M.B. contributed to collection of data, including immunohistochemical analysis and flow cytometry. M.A.B.
contributed to the data analysis, compiling of figures, and editing of the manuscript. M.C. contributed to the
conception and design of the work and revised the manuscript. A.S. contributed to the conception and design of
the work and the writing/revision of the manuscript. All authors reviewed the manuscript.

Competing interests
The authors declare no competing interests.

Additional information
Supplementary information is available for this paper at https://doi.org/10.1038/s41598-019-53075-8.

Correspondence and requests for materials should be addressed to A.S.

Reprints and permissions information is available at www.nature.com/reprints.

Publisher’s note Springer Nature remains neutral with regard to jurisdictional claims in published maps and
institutional affiliations.

SCIENTIFIC REPORTS |

(2019) 9:16614 | https://doi.org/10.1038/s41598-019-53075-8


https://doi.org/10.1038/s41598-019-53075-8
https://doi.org/10.2147/IJWH.S38342
https://doi.org/10.1016/j.jadohealth.2018.10.297
https://doi.org/10.1038/npjregenmed.2016.10
https://doi.org/10.1038/npjregenmed.2016.10
https://doi.org/10.1038/s41598-019-53075-8
http://www.nature.com/reprints

www.nature.com/scientificreports/

Open Access This article is licensed under a Creative Commons Attribution 4.0 International

License, which permits use, sharing, adaptation, distribution and reproduction in any medium or
format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the Cre-
ative Commons license, and indicate if changes were made. The images or other third party material in this
article are included in the article’s Creative Commons license, unless indicated otherwise in a credit line to the
material. If material is not included in the article’s Creative Commons license and your intended use is not per-
mitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from the
copyright holder. To view a copy of this license, visit http://creativecommons.org/licenses/by/4.0/.

© The Author(s) 2019

SCIENTIFICREPORTS| (2019)9:16614 | https://doi.org/10.1038/s41598-019-53075-8


https://doi.org/10.1038/s41598-019-53075-8
http://creativecommons.org/licenses/by/4.0/

	Encapsulation of ovarian allograft precludes immune rejection and promotes restoration of endocrine function in immune-comp ...
	Ovarian Endocrine Function Restoration for Cancer Survivors with Premature Ovarian Failure

	Materials and Methods

	Experimental design. 
	Ovariectomies in recipient mice. 
	Collection of donor ovaries. 
	Peg-vs hydrogel preparation and ovarian tissue encapsulation. 
	Ovary encapsulation in theracyte. 
	Subcutaneous implantation. 
	Serum hormone analysis. 
	Vaginal cytology. 
	Histological analysis of the retrieved devices and the encapsulated ovarian tissue. 
	Flow cytometry. 
	Immunohistochemistry for T cells. 
	Statistics. 

	Results

	Macroscopic evaluation of the ovarian implants. 
	Restoration of ovarian endocrine function. 
	Ovarian allograft immunity. 

	Discussion

	Figure 1 (A) Schematic of ovarian tissue encapsulation in PEG-PD.
	Figure 2 Restoration of estrous cycle in mice receiving encapsulated ovarian tissue.
	Figure 3 (A) Percentage of non-encapsulated ovarian tissue and encapsulated ovarian tissue in PEG-PD, TheraCyte, and Dual PEG that remained functional throughout the time course of the implantation or became non-functional.
	Figure 4 (A) Representative flow cytometry plots reflecting binding of serum allo-specific antibodies from recipients of non-encapsulated grafts, to donor cells.
	Figure 5 Representative flow cytometry plots reflecting binding of serum allo-specific antibodies from recipients of allogeneic ovary tissue encapsulated in PEG-PD or TheraCyte where the tissue (A,G) remained functional or (D,J) failed during the implanta




