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Growth hormone (GH) has been used as an adjunct in the field of female infertility
treatment for more than 25 years, although, apart from treating women with GH
deficiency its role has not yet been clarified. Contributing to this lack of clarity is
that several underpowered studies have been performed on women undergoing IVF
treatment, with a previous “poor response” to ovarian stimulation, which have suggested
a favorable outcome. Meta-analysis of randomized controlled trials has demonstrated
a benefit for the use of the adjunct growth hormone, in comparison to placebo; with
reductions in the duration of ovarian stimulation required prior to oocyte retrieval, with
a greater number of oocytes collected, and improvements in many of the early clinical
parameters with the use of GH. However, no benefit of an increased chance of a live birth
with the use of growth hormone for the “poor responding” patient has been determined.
Consequently the role of GH to treat a woman with a poor response to ovarian stimulation
cannot be supported on the basis of the available evidence. However, the place for GH
in the treatment of women undergoing IVF may yet still be determined, as it is also used,
without firm evidence of benefit; for women with poor embryonic development, poor
endometrial development and for women who do not conceive despite multiple embryo
transfers (recurrent implantation failure).
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INTRODUCTION

Growth hormone (GH) is a peptide hormone secreted from the pituitary gland in response to
growth hormone releasing hormone, and its secretion is inhibited by growth hormone inhibiting
hormone (somatostatin) released form the hypothalamus into the hypophyseal portal system
surrounding the pituitary gland. GH is released from the somatotroph cells of the anterior pituitary,
with a frequency and amplitude that changes during the day. Its peak secretion occurs after sleep
commences, and is age and sex dependent, with maximal secretion occurring around puberty, and
its pulsatile release is further modulated by sleep patterns, diet, exercise and stress. As GH is not fat
soluble; it exerts its effects via secondary messengers. The main end-point of GH activity is the liver,
where GH leads to the synthesis of insulin- like growth factor 1 (IGF-1), which is consequently the
major method of action of GH.

In the ovary IGF-1 receptors are present within oocytes, granulosa, and theca cells (1). With
respect to the involvement of GH in ovarian function, Zhou et al. (2) demonstrated that IGF-1
acts via its receptor (IGF-1R) in the granulosa cells of the ovarian follicles to stimulate AKT
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and gene expression by follicular stimulating hormone
(FSH). IGF-1 facilitates, or potentiates, the action of FSH
in folliculogenesis, and assists with granulosa cell differentiation,
with the largest follicles containing the highest concentrations
of IGF-1 (2). Studies using murine models suggest IGF-1 is
integral to follicular recruitment (3), assists in acquisition of
FSH receptors and oocyte maturation (4), and the inhibition
of follicular apoptosis (5, 6). Studies performed on human
granulosa cells demonstrate that GH co-treatment induces the
receptor density of key regulators of folliculogenesis, when
compared to the granulosa cells of non-GH-treated patients
of the same age and ovarian reserve (7). These key regulators
consist of the receptors for: GH, FSH, luteinising hormone, and
the receptor of an important regulator of oocyte development;
bone-morphogenic protein 1B.

Evidence derived from human clinical observational data
provides a rationale for the use GH in in-vitro fertilization (IVF)
treatment. As the follicular fluid IGF-1 concentrations of women,
at oocyte retrieval, are proportional to the number of developing
follicles, and are inversely related to the ovarian stimulation
required, both in amount and duration (8). Furthermore,
follicular fluid concentrations of GH have been correlated
with the chance of a clinical pregnancy (9), and the follicular
concentration of GH has been reported to be greatest in the
follicle that leads to successful oocyte fertilization, embryo
development and implantation (10).

As GH was believed to be integral to folliculogenesis, it has
been used as an adjunct in ovulation induction, and IVE for
over 25 years (11). It is an essential requirement in the treatment
of infertility for women with GH deficiency, as many such
women will have a disorder of ovulation (12, 13). Indeed, in
line with the study by Zhou et al. (2), Homburg et al. (14)
performed a randomized controlled trial of women undergoing
ovulation induction, which demonstrated that the requirement
for gonadotrophins was reduced for women who were co-
administered GH during ovarian stimulation.

As described, GH has been used for many years in the
treatment of female infertility to assist with ovulation induction
(14), however, it is the use of GH as an adjunct in IVF treatment
where most debate has occurred (15). GH has been employed
for all women embarking on IVF treatment (16, 17), for women
with polycystic ovary syndrome (18, 19), for women responding
sub-optimally to ovarian stimulation in an IVF cycle (20), for
“older” women (7), and for women with perceived poor oocyte
or embryo quality (21). Although, interestingly it is perhaps not
as a therapy to improve ovarian response, or oocyte quality,
where any benefit of GH may lie, as a recent Chinese study
suggests it may offer a favorable benefit for women undergoing
IVF treatment who have a thin endometrium resistant to any
therapy (22).

Although lacking FDA approval for its use in an IVF cycle,
other than in the setting of GH deficiency, GH is most commonly
used as an adjunct to ovarian stimulation for women who had a
poor response to ovarian stimulation in a preceding IVF cycle.
Despite the 25 years of use of GH to assist in the treatment
of female infertility, its role in IVF treatment is still debated
today (15). This is in part due to the problems inherent with

the reporting of underpowered studies of patients with a poor
prognosis for pregnancy. The reason these women, with a poor
prognosis for pregnancy, have a low chance of conceiving is that
they may well have already undergone several unsuccessful IVF
treatment cycles, and are perceived to have either a poor response
to stimulation, or suffer with poor oocyte quality. Furthermore,
difficulty arises in determining whether GH has a role in the
treatment of female infertility as; the drug is expensive, it is
unclear what is the appropriate dose to use, when the GH
treatment should be commenced, or even in which sub-group of
patients it should be used (15). However, the focus of this review
is the use of GH for women with a poor ovarian reserve. Poor
ovarian reserve is now generally classified by using a standardized
definition, the Bologna criteria is the definition most widely
embraced (23); requiring two of the following features:

(i) advanced maternal age (>40 years) or other risk factors for
poor ovarian response
(ii) a previous poor ovarian response (<3 oocytes with a
conventional stimulation protocol)
(iii) an abnormal ovarian response test (antral follicle count
<5-7 or anti-Miillerian hormone <0.5-1.1ng/ml [< 3.6-
7.9 nmol/1]).

Although this definition has its detractors (24), it is useful to
employ standard definitions when studying populations, as this
enables comparisons with other studies performed in similar
sub-sets of women undergoing fertility treatment, although there
may be other subtle differences that may arise related to other
differences, such as ethnicity. However, despite the introduction
of this standardized definition, the majority of the studies of
the use of GH were performed prior to the introduction of
this definition. Consequently, each study has differing inclusion
criteria for the subjects studied.

THE USE OF GROWTH HORMONE FOR
POOR RESPONDERS UNDERGOING
IVF TREATMENT

The first randomized controlled trials of the use of GH as
an adjunct for all women undergoing IVF treatment, were
performed two decades ago by Tapanainen (16) and Younis
(17). These studies did not detect any differences in any clinical
parameter studied with the addition of GH (16, 17). Subsequently
the majority of the studies of the use of GH in IVF treatment
have been restricted to women who respond poorly to ovarian
stimulation (15, 20, 25-28). Despite an apparent benefit noted
when using GH, for some of the clinical parameters studied,
the studies have been characterized by substantial differences in
the inclusion criteria, and differences in the dose and timing of
the GH administration, leading to a lack of clarity around any
potential benefit.

The largest randomized study performed to date was an
open label study performed by Dakhly et al. (28). This study
included 240 women who met the Bologna criteria for poor
ovarian response, who undertook an IVF cycle using a “long-
down regulation” protocol. This approach initiates pituitary
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desensitization with the use of a gonadotrophin releasing
hormone analog commenced prior to ovarian stimulation. The
patients in the active arm commenced 7.5 IU GH at the
start of pituitary down-regulation, which due to the purported
method action of GH has a sound rationale (29). The primary
outcome was the live birth rate, using all available fresh and
frozen embryos generated. Consistent with previous studies, this
group demonstrated a benefit with the use of GH, with respect
to; a shorter duration of stimulation, less FSH requirement,
a higher serum oestradiol concentration at oocyte retrieval,
more oocytes collected, the development of more fertilized
oocytes and more embryos generated. However, ultimately
there was no difference in the cumulative live birth between
the two groups 18.3 vs. 14.7%, for use of GH vs. control
respectively (28).

The most recent published randomized trial performed to
date is the Australian multi-center “LIGHT” study (30). Non-
obese women of 40 years of age, or younger, were eligible
for inclusion if they had responded poorly in at least one
previous IVF cycle (<5 oocytes collected), on a high dose of
ovarian stimulation. They were excluded if they had a recorded
serum FSH concentration >15 IU/L. They were randomized to
receive either; 12iu GH from the day of ovarian stimulation,
or placebo, which was administered daily in a double-blind
protocol (30). The majority of embryo transfers were of a single
blastocyst, and the data was analyzed by intention to treat
analysis. Of those women that achieved an oocyte retrieval, there
was no difference in the chance of a live birth between those
women that were administered GH, and those that received
the placebo (14.5 vs. 13.7%). However, more women achieved
an oocyte retrieval in the GH group, 95.4%, in comparison
to 78.5% of women in the placebo group, and they had, on
average, one more oocyte collected (5 vs. 4 oocytes). Although,
there were no differences in the chances of the women in the
GH group reaching an embryo transfer, and there were no
differences detected in embryonic development between the two
groups (30).

Using data from the LIGHT study, but without the inclusion
of the Dakhly study, the most up to data meta-analysis was
published in 2017 (15) (Figures 1A-H). The data within the
meta-analysis was derived from studies that used heterogeneous
definitions of a “poor responder,;” and the doses, timing, and
duration of administration of GH varied substantially (31-41).
Furthermore, some studies did not report their data per cycle
started, as many patients will not have achieved an oocyte
retrieval or an embryo transfer, leading to a potential bias
in the results (15). This meta-analysis did not demonstrate
a benefit of the chance of proceeding to an oocyte retrieval,
however there was a benefit of the use of GH with respect
to a shorter time taken to oocyte retrieval and an increased
number of oocytes were collected. More oocytes achieved
fertilization with the use of GH, but there was no increase in
the chance in having an embryo to available to transfer. More
patients had a positive pregnancy test after GH administration,
and achieved a clinical pregnancy, but there was no overall
improvement in the live birth rate reported in this meta-
analysis (15).

DISCUSSION

For women who respond poorly to ovarian stimulation in an
IVF cycle, it appears that there is no overall benefit of the use
of GH, as GH does not lead to an improvement in the chance
of a live birth. Live birth is the ultimate end-point of relevance,
and should be considered the primary outcome of all infertility
interventions. Certainly it would appear from the evidence cited,
that the use of GH leads to a reduced time to oocyte retrieval
and more oocytes collected, although ultimately no increase in
the chance of a live birth. Understandably, in clinical practice,
clinicians and patients alike, are encouraged by the opportunity
to have more oocytes collected with the use of GH, as they may
perceive this as giving them the potential of a more successful
outcome. This leads to the inherent uncertainty of the role of GH
in IVF treatment, as patients are often in a vulnerable position
being desperate to conceive, and the opportunity of having more
oocytes collected to them is viewed positively, and consequently
they may apply pressure on their IVF doctor to prescribe GH.
Although the use of GH has a good safety profile, it is very
expensive. Hence, the treatment is for many cost prohibitive
and many patients will not be able to afford the treatment. For
patients willing to pay for the intervention, doctors should use
GH under caution, as IVF is not a defined indication for its
use, and the evidence cited does not support it use for women
with a poor response to ovarian stimulation. It is important to
state that as GH use is “off-label” couples are warned of potential
unknown consequences for the offspring. Indeed the authors of
the LIGHT study stated “While congenital abnormalities were
not different between groups, the number in the growth hormone
treatment group warrants ongoing surveillance of treatment with
this hormone.”

A concern that is as yet unanswered, is the discrepancy
between the favorable influences on pregnancy rates that is not
reflected in live birth rates. It is unclear as to whether the studies
performed are underpowered for live birth outcome data, or
whether it is that GH may just recruit an oocyte that is poor in
quality and subsequently results in an early pregnancy loss. Only
further studies will help to clarify this apparent dichotomy.

However, GH may not have found its appropriate indication,
as it may be that GH assists a sub-group of poor responder
patients; women with poor oocyte and/or poor embryonic
development (21). However, no randomized studies have been
performed on these sub-groups of patients, perhaps due to
the difficulties in defining a “poor oocyte” or “poor embryonic
development.” Furthermore, many women will meet the criteria
of a “poor responder;” but the populations of women within this
criteria can be disparate, for instance, they may differ with respect
to; the woman’s age (a significant marker of oocyte quality),
or they may differ with respect to the number of un-recruited
follicles when stimulated. For example, a 40-year-old woman
with no antral follicles on ultrasound examination is evidently
a different clinical scenario to a woman of 30 years of age
with a few un-recruited antral follicles visualized on ultrasound,
however they both meet the criteria of a poor responder (23). This
has led to clinicians further exploring the definition, and now
describing a group of patients as the “sub-optimal responder”
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A Growth hormone Control Mean Difference Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Rand 95% CI IV, Randi 95% CI
Bassiouny 2016 758 1.4 68 49 178 73 116% 2.68[2.15,3.21] =
Bayoumi 2015 72 15 72047 12 73 119% 2.50[2.06, 2.94] =
Bergh 1994a 38 325 9 63 41 9 3.4% -2.50[-5.92,0.92] —
Bergh 1994h 4 29 10 B3 441 9  37% -2.30[553,083 e
Dor 1995 2 1 7 1125 7 9.4% 1.00[0.19,2.19] T
Eftekhar 2013 6.1 29 40 48 24 42 95% 1.30[0.14, 2.46] ——
Guan 2007 87 3.3 20 41 23 20 7.3% 4.60[2.84, 6.36] _—
Kucuk 2008 65 21 3 32 14 30 105% 3.30[2.41,4.19] —
Norman 2016 517 352 65 412 368 65 9.2% 1.05[-0.19, 2.29] T
Owen 1981h 1 35 13 8 2.78 12 5.3% 6.00 [3.54, 8.46] _—
Suikkari 1996a 4 1 10 2125 6 95% 2.00[0.82,3.18] —
Suikkari 1996hb 2 125 6 2125 6 8.6% 0.00[1.41,1.41] — T
Total (95% CI) 351 352 100.0% 1.94 [1.19, 2.69] <
Heterogeneity: Tau®=1.17; Chi*= 60.03, df=11 (P < 0.00001); F= 82% t 1 t

Test for overall effect: Z= 510 (P < 0.00001)

4 20 2 4
Favours [control] Favours [growth hormone]

B Growth hormone Control Odds Ratio Odds Ratio
Study or Subgroup Events Total Events Total Weight M-H, Rand 95% CI M-H, Rand 95% CI
Bassiouny 2016 64 68 68 73 11.5% 1.18[0.30, 4.58] '—
Bayoumi 2015 78 g4 a1 88 16.5% 1.12[0.36, 3.49] S o a—
Bergh 1994a 9 10 ] 10 2.5% 1.00[0.05,18.57]
Bergh 1994h 10 10 ] 10 1.9% 3.32[0.12,91.60]
Dor 1895 7 7 7 7 Not estimahle
Eftekhar 2013 37 40 37 42 9.4% 1.67 [0.37,7.49] . e —
Howles 1999 79 96 82 100 39.8% 1.02[0.49,2.12] —
Kucuk 2008 A kal 30 30 Not estimahle
Norman 2016 62 65 51 65 12.6% 5.67 [1.54,20.83] e —
Owen 1991h 12 12 13 13 Not estimahle
Suikkari 1996a 10 10 4 6 20% 11.67[0.46, 295.21] *
Suikkari 1996k 4 6 4 6 37% 1.00[0.09, 11.03]
Total (95% ClI) 439 450 100.0% 1.47 [0.93, 2.33] -
Total events 403 395
TR = PhiE= - _ R | : , |
Heterogeneity: Tau®= 0.00; Chi*=7.50, df=8 (P = 0.48), F=0% '0.01 0-1 1-0 100-

Testfor overall effect: Z=1.64 (P=0.10)

Fa-vours [control]  Favours [growth harmone]

C Growth hormone Control Mean Difference Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Rand 95% CI , Randi 95% CI
Bassiouny 2016 1077 1.51 68 12.02 1.46 73 153% -1.25[1.74,-0.76] —=—

Bayoumi 2015 103 1.2 72 117 1.2 73 161% -1.40[-1.79,-1.01] ==

Bergh 1994a 10 175 10 10 275 9  43% 0.00[2.10,2.10]

Bergh 1994h 10 175 10 10 2.75 9  43% 0.00[2.10,2.10]

Eftekhar 2013 11.4 1.3 40 114 119 42 148% 0.00 [-0.54, 0.54] e
Kucuk 2008 105 1 3 125 14 30 141% -2.00[2.61,-1.39] s

Norman 2016 9.26 2.06 65 991 314 65 11.2%  -0.65[1.56, 0.26] [
Owen 1991h 8 175 13 85 15 12 8.3% -050[1.77,0.77] —
Suikkari 1996a 14 15 10 15 1.78 3] 5.9% -1.00 [-2.68, 0.68] — T
Suikkari 1996h 14 125 B 15 1.75 B 5.7% -1.00[2.72,072] I R
Total {95% CI) 325 325 100.0% -0.93[-1.43,-0.43] ’
Heterogeneity: Tau®= 0.36; Chi*= 30.76, df=9 (P = 0.0003), F=71% ?4 ’2 ) é j‘

Test for overall effect: Z= 3.65 (P = 0.0003)

Favours [growth hormone] Favours [control]

D Growth hormone Control Mean Difference Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Rand 95% CI I, Randi 95% CI
Bassiouny 2016 404 096 68 242 1.03 73 20.9% 1.62[1.29,1.95] ==
Bayoumi 2015 42 1.1 72 25 07 73 2111% 1.70[1.40, 2.00] -
Eftekhar 2013 3.87 228 37 302 1.1 42 158% 0.85[0.04, 1.66] =
Guan 2007 7.2 27 20 34 26 20 8.2% 3.80[2.16, 5.44] e —
Kucuk 2008 44 1.8 31 15 049 30 16.9% 2.90(2.19, 3.61] —
Norman 2016 0 1} 1} 0 0 1} Mot estimable
Owen 1991h 2 1 13 1.5 0.75 12 171% 0.50[-0.19,1.19] T
Total (95% Cly 241 250 100.0% 1.72[1.13,2.31] -
Heterogeneity: Tau®= 0.41; Chi*= 33.05, df= 5 (P < 0.00001); F= 85% 34 32 5 é i

Test for overall effect: Z=5.70 (P < 0.00001)

FIGURE 1 | Continued

Favours [control] Favours [growth hormone]
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Testfor overall effect: Z=1.98 (P = 0.05)

E Growth hormone Control Odds Ratio Odds Ratio
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% Cl M-H, Random, 95% CI
Rassinuny 7016 eruich?hormonﬁeR Cqu%trulm 16 4% O&Jé&ﬁlg 78 Odds io
Study or Subgroup Events Total Events Total Weight M-H, Fixed, 95% CI M-H, Fized, 95% CI
Bassiouny 2016 15 o] 11 73 221% 1.60[0.67, 3.77] o
Bayoumi 2015 24 84 15 88 28.0% 1.95[0.94, 4.04] =
Bergh 1994a 3 10 2 10 37% 1.71[0.22,13.41]

Bergh 1994hb 0 10 2 10  6.4% 0.16[0.01,3.85) ¢

Eftekhar 2013 5 40 5 42 11.4% 1.06 [0.28, 3.97) I —

Howles 1999 g 96 8 100 19.2% 1.05[0.38, 2.91] —

Kucuk 2008 10 3 5 30 9.2% 2.38[0.70,8.07) N I —

Total (95% CI) 339 353 100.0%  1.51[1.00,2.28] s 2

Total events 65 48

Heterogeneity: Chi*=3.71, df=6 (P=072); F=0% o oh I 100

Fa'vours [control]  Favours [growth harmone]

Testfor averall effect: Z=3.23 (P = 0.001)

F Grwoth horomoe Control Odds Ratio Odds Ratio
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% CI M-H, Rand 95% CI
Eassiouny 2016 28 68 22 73 257% 1.62[0.81,3.25) T
Bayoumi 2015 26 a4 18 88 258% 1.74 [0.87,3.49] i
Dor 1995 0 7 0 7 Mot estimable
Eftekhar 2013 4 40 5 42 76% 1.31 [0.36, 4.67] S e —
Guan 2007 7 20 4 20 BA% 2.15[0.52,9.00] I e —
Howles 1999 18 96 13 100 206% 1.54 [0.71, 3.36] I
Kucuk 2008 12 3 6 30 94% 2.53[0.80, 7.98] T—
Suikkari 1996a 2 10 0 6 1.2% 3.82[0.16,94.13]
Suikkari 1996h 0 10 0 6 Mot estimable
Zhuang 1994 5 12 2 15 3.5% 464 [0.71,30.42] —
Total (95% CI) 378 387 100.0% 1.79[1.26, 2.55] -
Total events 104 70
o 2 — - i = et — R = L il 1 1
Heterogeneity: Tau®= 0.00; Chi*= 2.07, df=7 (P = 0.96); F= 0% '0.01 El-1 1'0 100'

Fa\rours [contral]  Favours [growth hormone]

Test for overall effect Z=1.45{F=015)

G Grwoth hormone Control Odds Ratio Odds Ratio
Study or Subgroup Events Total Events Total Weight M-H, Fixed, 95% CI M-H, Fized, 95% CI
Bassiouny 2016 15 68 11 73 O221% 1.60 [0.67,3.77] B —
Bayoumi 2015 24 a4 15 88 28.0% 1.95[0.94, 4.04] i
Eergh 1994a 3 10 2 10 37% 1.71[0.22,13.41]
Eergh 1994h a 10 2 10  64% DA6[0.01,3.85] ¢
Eftekhar 2013 5 40 5 42 11.4% 1.06 [0.28, 3.97] .
Howles 1999 g 96 8 100 19.2% 1.05[0.38, 2.91] . —
Kucuk 2008 10 )| 5 30 92% 2.38[0.70,8.07] I B —
Total {95% Cly 339 353 100.0%  1.51[1.00, 2.28] -
Total events 65 48
Heterogeneity: Chi*=3.71, df=6 (P=0.72); F=0% ) t t {
Testforgovergll effect: Z=1.98 (F'i 0.05) : oot o1 1o 100
Favours [control]  Favours [growth hormaone]
H Growth hormone Control Odds Ratio Odds Ratio
Study or Subgroup Events Total Events Total Weight M-H, Rand; 95% CI M-H, Rand 95% CI
Bassiouny 2016 10 68 8 73 338% 1.40[0.52,3.79] —
Dor 1995 1] 7 0 7 Mot estimahle
Howles 1999 i 96 4 100 185% 1.32[0.34, 5.06] —
Morman 2016 9 60 7 49 293% 1.06 [0.36, 3.08] —
Owen 1991b 4 13 1 12 6.0% 4.89[0.46, 51.87]
Suikkari 19962 2 10 i} 4} 3.3% 3.82[0.16,9413]
Suikkari 1996h 0 B 0 4 Mot estimahle
Zhuang 1994 4 12 215 92% 3.25[0.48, 22.00] I
Total (95% CI) 272 268 100.0% 1.54 [0.86, 2.74] -
Total events 34 22
Heterogeneity: Tau*=0.00; Chi*=2.38, df=5 (P =0.79), F= 0% 'III.EI1 0'1 1'IJ 1DD'

Fa.\rours [control]  Favours [growth harmone]

FIGURE 1 | Meta-analysis of the use of GH in poor responders. Forest plots of outcomes from the use of growth hormone in “poor responders” undergoing ovarian
stimulation. Where possible data presented per cycle started (median and range converted to mean and std. dev.) Software RevMan Version 5.3. Copenhagen: The
Nordic Cochrane Centre, The Cochrane Collaboration, 2014. Reproduced with permission from Hart et al. (15). (A) Forest plot of comparison: oocytes collected per
cycle started. Not all patients reached oocyte retrieval. (B) Patients reached oocyte retrieval and had at least one oocyte retrieved. (C) The duration of stimulation. (D)
Number of fertilized oocytes for women per cycle started (some data is presented by patients who had oocytes retrieved). (E) Patients with an embryo available for
transfer per cycle started. (F) Positive pregnancy test per cycle started. (G) Clinical pregnancy per cycle started. (H) Live birth per cycle started (15, 31-41).
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(42). Furthermore, it is possible that the indication for GH may
not reside with either the poor responding patient or the patient
with poor embryonic development; as it may ultimately be used
for patients with poor endometrial development, or even in
patients with recurrent implantation failure (22, 43-45).

CONCLUSION

Growth hormone has been used as an adjunct in fertility
treatment for over 25 years, although apart from the treatment
of women with GH deficiency its role has still to be clarified.
Many underpowered studies have been performed on women
with a poor response to ovarian stimulation. While GH almost
universally appears to reduce the duration of ovarian stimulation
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