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Summary 

We pre�ent 5 women.wit� �remature.�varian fail�re (POF) who ":ere treate� with di�erent r�gimes an� co.nc�ive?.. 1:hr�e patients
conceived spontaneously while on cyclic estrogen/progestagen replacement therapy. One patient conceived after high-dose gona­
dotrophin treatment. Embryo transfer with oocytes donated from a third party donor was performed in one patient abroad. Due to 
legal reasons the heterogenous oocyte donation for patients with POF cannot be performed in some countries such as Austria. The­
refore, many patients who desire pregnancy cannot receive optimal treatment for their condition. 
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Introduction 

Premature ovarian failure (POP) or premature meno­
pause is defined as hypergonadotropic amenorrhea and 
estrogen deficiency in women younger than 35 years of 
age [1]. The incidence is estimated at 1 % [2] and 10% 
of women with secondary amenorrhea have premature 
ovarian failure [3]. Most women with ovarian failure 
are amenorrhoic but may occasionally menstruate and 
ovulate sporadically [4]. The etiology of POP is diverse 
and usually unknown. Current treatment regimes for 
women who desire to conceive are most often unsuc­
cessful. 

We describe 5 women with premature ovarian failure 
who were treated with diverse methods and then concei­
ved. The literature on the management of this disease is 
also discussed. 

Case reports 

Patient 1 
A 27-year-old nullipara, nulligravida was referred because of 

secondary amenorrhea, flush and a desire for pregnancy. The 
serum levels of follicule stimulating hormone (FSH) and lutei­
nizing hormone (LH) were high (FSH 50 m!U/ml, LH 42 
mlU/ml; normal range for women in the reproductive phase: 
FSH 2.4 - 21 m!U/ml, LH 2.2 - 24.8 m!U/ml). Leukocyte 
karyotyping was 46, XX. No specific antibodies were detected 
in the serum. Biopsy of the ovaries showed atretic and primor­
dial follicles. The patient was started on cyclic estrogen-proge­
stagen replacement therapy (Cyclacur®, Schering, Estradiol 
valerate at mg 2 daily, from day 1 to day 21, Norgestrel 0.5 mg 
daily, from day 11 to day 21). Twenty-two months after starting 
the replacement therapy, she became pregnant. The baby was 
delivered by primary caesarean section. Postpartum the flush 
symptoms recurred again, and cyclic estrogen progestagen 
replacement therapy was restarted two months postpartum. 
Again she became pregnant after two months of treatment. The 
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second baby was also delivered by caesarean section. Since the 
second delivery the patient has cyclic estrogen-progestagen 
replacement therapy. 

Patient 2 
A 28-year-old nullipara, nulligravida developed POF after 

chemotherapy and irradiation for Hodgkin's disease (grade IV). 
She presented with flushes and hypergonadotropic, secondary 
amenorrhea (FSH 42 m!U/ml and LH 27 m!U/ml). Cyclic estro­
gen progestagen replacement therapy (Cyclacur®, Schering) 
was started and she became pregnant two months later. One 
month postpartum she again reported hot flushes. Serum levels 
of gonadotropins were elevated (FSH 36.6 m!U/ml, LH 19.4 
m!U/ml) and estradiol serum concentration was low (16.6 
pg/ml). Cyclic replacement therapy was restarted. 

Patient 3 
A 29-year-old uni para was referred because of secondary ste­

rility and amenorrhea 8 years after the delivery of her first child. 
Serum gonadotropin levels were elevated (FSH 77 - m!U/ml, 
LH 76 m!U/ml). Leukocyte karyotyping showed a Turner 
mosaic (45, X0/46, XX) and immunologic studies showed no 
abnormal findings. 

Laparoscopic biopsy revealed streak ovaries without folli­
cles. She was started on cyclic estrogen-progestagen replace­
ment therapy (Trisequens®, Novo Nordisk, estradiol 2 mg daily 
from day 1 to day 12, norethisterone acetate 1 mg daily and 
estradiol 2 mg from day 12 to day 22 and estradiol 1 mg from 
day 22 to day 28). Fifty-three months after starting hormone 
replacement therapy she conceived spontaneously and delivered 
a healthy baby. 

Patient 4 
A 27-year-old nulligravida presented with hypergonadotropic 

amenorrhea (FSH 94 m!U/ml and LH 53 m!U/ml): Leukocyte 
karyotyping was 46, XX and immunologic investigations revealed 
no abnormal findings. An ovarian biopsy contained a single pri­
mordial follicle. After 12 months of unsuccessful cyclic estrogen­
progestagen replacement therapy (Trisequens®, Novo Nordisk) 
high-dose gonadotrophin therapy (Humegon®, Organon, 300-450 
IU FSH and 300-450 IU LH daily) was initiated. 

Ovulation was induced with human chorionic gonadotrophin 
(Pregnyl®, Organon, 5000 IU) when sonography showed a fol­
licular diameter of 18 mm. After the third cycle the woman 
became pregnant and delivered a healthy baby. 






