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Abstract
Purpose In this review, the current knowledge on anti-Müllerian hormone (AMH) is presented, concerning its value in disease
and IVF treatment as well as in terms of its prospective clinical use.
Methods AMH is becoming the most appropriate biomarker for the ovarian reserve measured predominantly for assisted
reproductive treatment (ART) patients in comparison to the currently used antral follicle count (AFC). However, this is not the
only wayAMHmeasurements can be used in the clinics. Because of this, we reviewed the current literature for the use of AMH in
current or prospective clinical practice.
Results We found that AMH has a high predictive value in assessing the ovarian reserve, which can lead to a better efficiency of
in vitro fertilization (IVF) procedures. It has a high potential to be developed as a staple diagnostic marker of ovarian disease,
especially for ovarian cancers and even as a possible treatment tool for certain cancers. It could potentially be used to prevent
oocyte loss due to chemo- or radiotherapy.
Conclusion AMH is an important hormone especially in women reproductive organs and is currently seen as the best biomarker
for a multitude of uses in reproductive medicine. Currently, the biggest issue lies in the lack of international standardization of
AMH. However, it is encouraging to see that there is interest in AMH in the form of research on its action and use in reproductive
medicine.
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Introduction

Anti-Müllerian hormone (AMH) is a dimeric glycoprotein
belonging to the transforming growth factor β (TGF-β) su-
perfamily, even though there is only one domain that is ho-
mologous to other members of TGF-β superfamily—it is the
3′ part of the fifth exon which encodes the bioactive part of the
AMHmolecule (a GC rich region) [1]. Among the many other
TGF-β family proteins are activins, inhibins, bone morpho-
genic proteins (BMPs), and growth and differentiation factors
(GDFs) [2]. AMHwas discovered in the 1940s by Alfred Jost,
who described the role of the hormone in the differentiation of
gender in the embryo [3]. It has also been proven that it has a

strong influence on the function of ovaries, especially on the
growth of follicles [4, 5]. This discovery opened a completely
new spectrum of AMH use in gynaecology, from in vitro fer-
tilization (IVF) to diagnostics of different ovarian diseases and
cancers as well as its future use.

The basics of AMH expression and action

AMH gene

The AMH gene was discovered and sequenced 32 years ago
[6] and resides on the short arm of chromosome 19, coded
between the regions p13.2 and p13.3. It is divided among five
exons with 275 base pairs (bp) [7]. It has a molecular weight
of approximately 140 kDa. The expression of the AMH gene
is transcribed by a 180-bp sequence which is contiguous to the
protein Sap62. It has three binding sites for the transcription—
one is a conservedmotif of 20 bp that binds the orphan nuclear
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receptor SF-1, the other is 50 bp upstream from the SF-1
binding site which promotes the binding of the SOX9, a
high-mobility group protein. The last binding site can be
found downstream of the SF-1 binding site, which binds the
GATA-4 from the GATA family of transcription factors. The
transcription of AMH starts with the action of SOX9 on the
HMG box. The transcription is then upregulated when SF-1 is
bound to the promoter and if it comes to the interaction of the
SOX9, WT1, and GATA-4 [1]. It has been observed that
BMPs from ovarian theca cells and LH from gonadotropic
endocrine (Fig. 1) cells from anterior pituitary upregulate
AMH expression [8], while FSH and estradiol may downreg-
ulate the AMH gene and expression of anti-Müllerian hor-
mone receptor II (AMHRII) in adult rat ovaries [9], although
it is still not entirely clear, if FSH has a positive or negative
effect on AMH expression [8]. There are three factors that
regulate the expression of AMH gene by testicular Sertoli
cells—androgens (in their absence the level of serum AMH
stays high), gonadotropins (they increase the expression of
AMH gene in the absence of androgens), and the maturation
of germ cells (when they enter the process ofmeiosis, the AMH
gene expression stops) [1]. Promoter of theAMH gene does not
include any androgene and cyclic AMH response elements.
That means that androgens and FSH act on the AMH promoter
indirectly in two possible ways. The first one is a cooperation
between cell-specific factors, which bind to the AMH promot-
er. The second option is binding to the protein, which works as
a coactivator or corepressor for transcription of AMH [10, 11].
The result of the AMH gene expression is a precursor protein,
which is then cleaved by a proteolytic enzyme to form the N-
and C-terminus. The N- terminus end is important for the fold-
ing of the AMH protein, forming disulfide bonds and the se-
cretion of AMH, while the C-terminus is essential for its bio-
logical activity and binding to AMH receptors [12].

AMH receptors

The signal pathway of AMH is controlled by two
heteromeric serine/threonine kinase transmembrane recep-
tors. The receptors are divided into type I and type II [13].
Free AMH can bind to the AMHRII, which in turn phos-
phorylates the anti-Müllerian hormone receptor I
(AMHRI). This phosphorylation results in a downstream
signalling through the activation of the cytoplasmic Smad
proteins. AMH activates the signal transduction of the
Smad1 protein but not the Smad2 [1]. When the phosphor-
ylated Smad proteins are translocated into the nucleus, they
can activate or inhibit the transcription of specific genes
[1]. AMH is related to the bone morphogenetic protein—
like pathway for its signal transduction [2]. The AMH type
II receptor is the only type II receptor for the AMH hor-
mone. It becomes to be expressed in the ovary immediately
after birth and continues to be expressed in it throughout
life [14]. The AMHRII receptor is present in the Sertoli and
Leydig cells in the testes and on the theca and granulosa
cells in the ovaries [15], as well as in the prostate [16],
endometrium [17], and in the ductal epithelium of the
mammary gland [18]. The receptor AMHRII has been also
found in several cancer cell lines such as cervical, endo-
metrial, ovarian epithelium, and breast [7, 13]. The gene
for the receptor AMHRII was discovered in 1995 and can
be found on chromosome 12, divided among 8 exons with
8000 bp. Many of the AMH-target organs express
AMHRII, for example, the Müllerian ducts and the gonads.
In mice and rats, the AMH is localized in the mesenchyme
around the Müllerian ducts and the urogenital ridge in both
males and females [13]. The loss of function of AMHRII
(gene mutation) or even just the AMH ligand causes the
persistent Müllerian duct syndrome in humans. This
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Fig. 1 The effect of other hormones and proteins on expression of AMH
in the ovarian granulosa cells (GC). It has been proven that BMP9 and LH
have a positive effect on expression of AMH in GC cells, as well as that
estradiol has an adverse effect on the expression of AMH at the stage of

antral follicle development. However, the direct effect of androgens on
AMH expression is not known. There are conflicting results on effect of
FSH on AMH and it is not concluded, whether FSH has a positive or
negative effect on AMH expression [8]
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syndrome causes normal male reproductive organ develop-
ment; however, with the non-activity of AMHRII receptor,
the Müllerian ducts are not broken down which lead to the
additional development of the uterus and fallopian tubes of
affected males.

In comparison to AMHRII, the AMHRI receptor is still
largely unknown, primarily because of less extensive studies
on it in comparison to the AMHRII, especially in the gonads.
There are three AMHRI receptors that have been studied
excessively—the Alk2, Alk3, and Alk6 (activin receptor-like
protein kinases). Alk2 and Alk6 mediate the AMH action on
other cells [19, 20], while the Alk3 mediates the action of
AMH on the Müllerian ducts [21].

Mutations on AMH and AMHRII genes can lead to a
multitude of illnesses of the reproductive tract in women.
Yoshida et al. [22] performed a study on the frequency
and distribution of single nucleotide polymorphisms
(SNPs) on the AMH and AMHRII genes in infertile pa-
tients and how these polymorphisms affect the infertility
treatment outcome. There are already at least 38 different
mutations of AMH gene which may cause the persistent
Müllerian duct syndrome. However, the mutations did not
show any apparent effect on assisted reproductive tech-
nology (ART) outcomes. On the other hand, the same
could not be said for a SNP on the AMHRII receptor—
the result of the study suggests that SNP on AMHRII
receptor could cause poor follicular development in all
affected patients. In can be concluded that abnormalities
of AMH receptors may be related to gonadal abnormali-
ties and infertility. It is important to better understand the
abnormalities of AMH receptors to improve the efficiency
of treatment in infertile patients.

AMH and gender dimorphism

AMH received its name from its action on the Müllerian
ducts during the embryonic period of life. It is the first
molecule that is synthesized by Sertoli cells in the devel-
oping male gonads. After the period of indifferent gonads,
the dimorphism of genders happens at 6th–8th week of
gestation. During this developmental phase, AMH func-
tions as an inducer of degeneration of the Müllerian ducts
and, with co-action of testosterone, development of the
Wolffian ducts into the epididymis, vas deferens, and
seminal vesicles [7]. Expression of AMH is tightly regu-
lated and it is active at the exact time when the Müllerian
ducts are susceptible to it [1]. Nothing is left from the
Müllerian ducts by the 10th week of gestation, although
the secretion of AMH is still active until puberty in men.
In this period, its function is still unknown [23]. In fe-
males, due to the absence of Sertoli cells, the Müllerian
ducts persist and later develop in the tubes, uterus, and the
upper part of the vagina.

AMH expression in the ovaries: folliculogenesis

Expression in the ovarian follicles

Although AMH is expressed in endometria l and
endometriotic cells [24], its measurement in serum is reflected
by the secretion of AMH in the gonads. For example, in serum
of women who have their ovaries removed, the AMH appears
at an untraceable amount. In women, AMH is secreted by the
ovarian granulosa cells of pre-antral and antral follicles
starting at the 36th week of gestation [25]. The ovarian gran-
ulosa cells are constantly maintaining expression of AMH
during the reproductive period of life, even though this cannot
be reflected in the serum concentration—it increases up to the
age of 24.5 years and afterwards decreases until menopause.
After this, the expression of AMH is significantly lowered and
the serum concentration of AMH is no longer measurable [1].
The granulosa cells in antral follicles secrete the AMH into the
follicular fluid and the bloodstream. It is agreed that ovarian
follicles secrete AMH; however, there is no consensus to the
size—some mention to the diameter of 4 mm [26, 27], others
to 6 mm [28], 8 mm [29], or even 9 mm [30]. Also, growing
follicles release AMH until the size and the developmental
stage at which they are selected as dominant follicles by action
of exogenous FSH [13]. When the follicles are further devel-
oped and are big enough to be selected for a dominant follicle,
the transcription of AMH gene stops. In mice, this happens at
the early antral stage of the small growing follicles [13].
However, some studies have shown that the expression of
AMH is not completely stopped but only declines in the ovar-
ian granulosa cells after selection of a dominant follicle [31].
In the AMH-knockout mice, it was found that their ovarian
follicles are recruited faster than in normal mice and are more
sensitive to FSH [22, 32]. The maximal expression of AMH is
held in the pre-antral and small antral follicles, while the ex-
pression in the primordial, dominant, and atretic follicles de-
clines with age [33–35].

In larger follicles, the AMH is produced in the follicular
cells around the oocyte and the antrum [7]. When the oocytes
are in the primordial follicle, they are at the dormant stage of
meiosis I until puberty. Until then the granulosa cells do not
secrete AMH. The AMH secretion begins again with the re-
cruitment of follicles with the maximal concentration of AMH
at the average age of 24.5 years. The plateau phase usually
begins around the age of 25 years, and then the concentration
of AMH gradually decreases until menopause [1, 36, 37].

Regulation of the number of ovarian follicles

AMH is supposed to regulate the number of growing follicles
and their selection for ovulation [7] and is a negative regulator
of early stages of the follicular development [13]. AMH in-
hibits the recruitment and growth of follicles by restricting
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growth factors and the effect of gonadotropins (Fig. 1), espe-
cially FSH [32]. In mice, it has even been proven that there
was a 40–50% decrease in the number of growing follicles, if
their ovaries were cultured with added AMH [38]. In this
sense, AMH is supposed to inhibit the beginning of follicle
growth and FSH-dependant follicle growth. The lack of AMH
results in a faster depletion of the follicular pool in the ovaries
[39]. In AMH null mice, it has been shown that in older fe-
males (13 months old), the primordial follicle pool had dimin-
ished for around threefold in comparison with wild-type mice.
This finding leads to the discovery that AMH knockout fe-
male mice stopped ovulating at 16–17 months of age (56%),
while the older wild-type female mice were still cycling nor-
mally (82%) [14]. AMH inhibits the activity of aromatase
bringing about a decrease in oestrogen biosynthesis [40].
The concentration of AMH in the follicular fluid, retrieved
in the in vitro fertilization programme, is in correlation with
the concentration of estradiol, which can mean that AMH is a
co-regulator of the steroidogenesis [7]. It also appears that
AMH has an autocrine role in the maturation of normal folli-
cles, as studies on rats showed that AMH inhibits the first
meiotic division of diplotene oocytes [41]. In humans, it was
discovered that AMH blocks the proliferation of granulosa-
luteal cells in vitro [42]. Another hypothesis is that oocytes in
the pool of growing follicles may control the pool of primor-
dial follicles by modulation of the expression of AMH [13]. In
the testicles, AMH inhibits the differentiation of the precursor
cells into mature Leydig cells and expression of the steroido-
genic enzymes into primary Leydig cells [1].

AMH, ovarian reserve, and infertility

In the modern age, social and behavioural life has changed
dramatically. There is a trend that women delay their pregnan-
cy and childbirth until their thirties or even forties.
Unfortunately, this trend has brought several problems, espe-
cially in the way of the lower probability of conceiving [43].
This is particularly the problem of reproductive aging, which
is more and more leading to the subfertility stage or even
menopause transition [43]. The increasing female age has be-
come a social and also biological indication of infertility. A
good solution to this problem would be an accurate ovarian
reserve test available to reproductive medicine practitioners
and their patients. This test could motivate a proportion of
women to have their children earlier or reassure others that
they still have time for conception [44]. It is worth noting that
individual women move through the stages of the reproduc-
tive age differently. Women of the same age can greatly differ
in their potential of reproduction as is the case of the age at
which menopause occurs. Even though this knowledge exists,
there are still no validated biomarkers that would enable the

characterization of each woman’s fertility individually [43],
and AMH is an interesting candidate.

Ovarian aging in elder women

Ovarian aging can be defined as a period in which there is a
measurable decline in the levels of circulating AMH and in-
hibin B as well as the rise of FSH and estradiol levels in the
blood [43]. It has been proven that female age has a high effect
on the AMH concentration in the blood [45]. They have found
that AMH levels in the blood drop yearly by approximately
0.384 μg/L.

The levels of these hormones are related to the number of
available oocytes in a patient. Despite the physiological asso-
ciation of the ovarian function with these hormonal markers,
their potential for predicting fertility in the general population
has never been thoroughly tested, especially in women with-
out reproductive problems. Steiner et al. [43] evaluated the
levels of these markers in a group of women without fertility
problems and looked for an association between the endocrine
profile, ovarian aging, and fecundability with measurements
of FSH, estradiol, AMH, and inhibin B in serum and FSH and
estrone 3-glucuronide in urine of women. This study included
a group of women aged between 30 and 44 years, which had a
higher risk of developing ovarian aging. They have found that
among all markers tested, only AMH was significantly asso-
ciated with natural fertility, as measured daily for the proba-
bility of pregnancy in women. All other markers were not
significantly associated with female fertility. It was concluded
that AMH is a good predictor of age-related reduction of
fecundability in women (Fig. 2).

Ovarian diseases

AMH could also be used as a diagnostic tool to estimate sec-
ondary oligo-amenorrhea, the level of damage of the ovaries
after surgery or cancer treatment (chemotherapy), and the con-
dition of the granulosa cells after tumour removal [7]. In this
sense, it has the potential to be a good biomarker for certain
ovarian diseases such as those described below.

Polycystic ovary syndrome

Womenwith polycystic ovary syndrome (PCOS) usually have
oligo/anovulation, hyperandrogenism, and characteristic ul-
trasound ovarian features. The dysfunction in these women
is characterized by the arrest of follicle maturation and the
disturbed selection of the dominant follicle, and an increased
number of early antral follicles [44]. PCOS is often associated
with obesity (38–66% PCOS patients), insulin resistance (IR),
and decreased pregnancy rates in natural and assisted concep-
tion cycles [46]. However, it is debatable if IR is the
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consequence of PCOS or obesity itself [46]. Ovarian aging
and age at menopause could be delayed in women with
PCOS [44].

Among women in the reproductive age, PCOS is the
most common endocrine disorder, affecting around 5–
10% of the female population [47]. There are three diag-
nostic criteria used to confirm PCOS in a patient, and each
differs in the prevalence of PCOS. The criteria from the
National Institutes of Health/National Institute of Child
Health (NIH/NICHD) reports a prevalence of 6.1–8.7%,
the prevalence by the Rotterdam criteria (ESHRE/ASRM)
is between 15.2–19.9% and 12–15.3% by the androgen
excess and PCOS society criteria [46, 48]. PCOS is sup-
posed to be a genetic-related condition; however, the cause
for it is still unknown [49]. PCOS is associated with high
levels of AMH that are secreted by numerous small grow-
ing follicles (Fig. 2). There is also an existing hypothesis
that high concentrations of AMH which are present in a
pregnant woman could heighten the offspring’s chance to
develop PCOS in adulthood via the impact of AMH on the
neuroendocrine and ovarian function of the offspring [50].
The density of pre-antral and small antral follicles in the
PCOS is as much as six times larger than in normal ovaries.
This is why the serum AMH is higher in patients with
PCOS [51] and strongly correlated to AFC [52]. The cutoff
values of AMH in the blood serum for PCOS patients are
usually between 3.14 and 4.45 ng/mL or even higher [46],
while normal AMH levels are commonly around 1–2 ng/
mL and the value declines with age. The higher expression
of AMH in PCOS patients results in a slower follicle
growth which in turn causes follicle accumulation at every
growing stage, a so-called stockpiling effect [53]. In pa-
tients with a normal ovarian reserve who undergo the ovar-
ian stimulation (OS), the levels of AMH in the serum fluc-
tuate during the cycle. The connection between the ovarian
reserve and fluctuation of the AMH concentration during
the OS is still unclear [54].

Primary ovarian insufficiency

Primary ovarian insufficiency (POI) is a reproductive en-
docrine disorder in women that is the cause of ovarian
follicle dysfunction. Its symptoms are usually amenor-
rhea for more than 4 months and overproduction of
FSH (> 40 IU/L) [55] in women before 40 years of
age. This hormonal deficiency increases the chance of
cardiovascular disease, metabolic syndrome, and osteo-
porosis as well as impaired reproductive capacity [56].
The POI condition is usually present in women with
Turner syndrome [44] or in some other conditions such
as genetic abnormalities, ovarian autoimmunity [57], in-
fections, or even chemotherapy and radiotherapy [58],
but in most cases, it cannot be explained. In women with
POI, the AMH concentration is undetectable [59]. This is
why AMH levels are considered a predictor of POI
among women, especially those which have autoimmune
thyroiditis [55].

Menopause

There is a large variability in the process of ovarian aging in
women. It is believed that it is due to the different pace of
follicle pool depletion. This is also a reason why the age range
for menopause is so large—between 40 and 60 years [44].
However, some women at a younger age have more advanced
ovarian aging than other women from the same age group
[60]. Low levels of AMH and antral follicle count (AFC)
and high levels of FSH in the serum are predictors of the onset
of menopause (Fig. 2). It is still unknown which of these
measures or their combination is the best predictor of meno-
pause. It is interesting that natural menopause occurs because
of the mutation of the gene AMHRII. It has been proposed that
in patients with POI and at an early age of menopause, the
mutation of this gene is the same as in normal patients but it
happens earlier [39]. It is interesting to speculate that AMH
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could be used as a predictor of diseases connected to meno-
pause (i.e., osteopenia and atherosclerosis) in the future [61].
As a marker for predicting menopause, it could have an added
benefit of preventing menopause-associated problems and
with female health in general. For example, women with a
high-risk profile such as low AMH at a younger age could
be included in prevention programs to improve their health
[44].

Although AMH is an interesting and perspective marker of
different ovarian diseases, it is mostly not used in daily clinical
practice and should be further considered in the future.

Diagnostics and prediction of clinical outcome in IVF
patients

Estimation of ovarian reserve

A multitude of authors [7, 26, 29, 30, 56, 57, 62–65] suggest
the use of AMH as the best biomarker for ovarian reserve
evaluation in patients, although, it is possible that AMH gene
expression and serum levels of AMH can be altered by some
genetic and environmental factors. The better knowledge of
the effect of these factors on the levels of AMH in the serum of
patients could lead to better clinical practice and optimization
of infertility treatments. Known environmental factors that
may influence the AMH expression are vitamin D deficiency,
obesity, and smoking, while among the genetic factors, there
are mutations of genes BRCA1, FMR1, and MTHFR C677T
genotype [66]. It is important to note that studies on all of
these factors and their effect on AMH levels show conflicting
results at present and the need for further research.

The ESHRE consensus criteria consider the concentrations
of AMH of < 0.5–1.1 ng/mL or 3.57–7.85 pmol/L as a risk
factor for poor ovarian reserve although others suggest the
cutoff value for poor ovarian response at 12 pmol/L [67].
This means that the use and interpretation of the results re-
garding AMH levels need to be taken cautiously.

Response to controlled ovarian hormonal stimulation

It has been found that in ART, the serumAMH level is a better
endocrine indicator (Fig. 2) of the follicular response to OS in
comparison to other commonly measured markers such as
FSH, estradiol, inhibin B, and the age of the patient by itself
[68]. In the study of Daney de Marcillac et al. [69], it was
found that women with normal AMH levels in their serum
have a better response to OS, lower cancellation rate, higher
oocyte count after ultrasound-guided aspiration and an in-
creased pregnancy rate per stimulation cycle, irrelevant of
FSH levels. Additionally, in women with low AMH levels,
their effects were exactly opposite with a lower number of
oocytes retrieved, irrelevant of FSH levels (Fig. 2). The
AMH test could not completely replace the FSH assay but

they need to be used in cohesion [69]. There is a higher risk
of IVF cycle cancellation in women with low AMH and
higher FSH values, especially in women with a higher preva-
lence of ovarian endometriosis or after surgery due to ovarian
endometriosis [70]. It has been noted that women less than
36 years of age, regardless of AMH concentration, have ap-
proximately the same pregnancy rate [45]. Also, if a patient
has a high concentration of AMH in the serum before OS,
there is a high risk of developing ovarian hyperstimulation
syndrome [71]. Some researchers suggest that high AMH
values in the serum of patients can indicate oocytes of better
quality including their maturity and eventual positive repro-
ductive outcome [45], while others [69] assume that AMH is
not a good predictor of embryo quality or pregnancy, which
suggest that AMH is more likely a quantitative not qualitative
marker of oocytes.

Healthcare providers and even national guidelines suggest
the individualization of starting doses of gonadotropin for OS.
They should be administered depending on the patients’ char-
acteristics and markers of their ovarian reserve including
AMH (Fig. 2). Currently, clinicians apply hormonal treat-
ments based on their own experiences, usually using subjec-
tive preferences for certain parameters [72]. The main reason
is that there is no given standard respecting different factors
when determining the dose of gonadotropin for OS that should
be used for each individual patient. Because of more devel-
oped assays for measuring AMH serum levels, it has been
proposed that AMH should be able to predict the ovarian
response to OS better than the currently established measures
[72]. It is encouraged to measure the serum AMH levels in
women who have PCOS or have a higher risk of cycle can-
cellation [70]. Nyboe Andersen et al. [72] conducted a study
which included 1329 women, where they compared individ-
ualized versus conventional ovarian stimulation protocol for
OS in patients included in the in vitro fertilization programme.
They found that individualized OS resulted in a higher pro-
portion of women with 8–14 oocytes per cycle, fewer clini-
cally relevant cases of poor or excessive ovarian response, and
a lower need for ovarian hyperstimulation syndrome (OHSS)
preventative measures. The individualized FSH doses to start
OS were calculated based on the serum AMH level and body
weight. They even assert that it would be possible to develop a
biomarker-driven dosing strategy for other gonadotropins to
stimulate the ovaries of patients included in the in vitro fertil-
ization programme.

AMH is a good biomarker of the ovarian reserve in infertile
patients undergoing ART procedures due to minimal fluctua-
tions of serum AMH during the whole menstrual cycle in
contrast to other markers such as FSH, estradiol, and inhibin
B [54]. Some experts even suggest that AMH is a better bio-
marker for the prediction of ovarian response to hormonal
stimulation in ART patients than the currently used AFC
[73]. Even though many studies report that the levels of
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AMH are stable during the menstrual cycle, during the OS, the
serum levels of AMHmildly fluctuate [36, 67]. Because of its
low fluctuation, it may be used for the epidemiologic studies
of stored blood samples of women [13, 57]. The serum AMH
is supposed to decrease in the second and third trimester of
pregnancy thus reflecting ovarian inactivity; in the first trimes-
ter of pregnancy, the concentration of AMH stays similar as in
the time of preconception [74]. After birth, the levels of serum
AMH return to normal [75].

Outcome of IVF

In IVF, the studies on the role of AMH and its ability to predict
pregnancy and live birth rates show varying results [76–79].
However, Goswami and Nikolaou [80] found that AMH
levels in patients’ serum can predict live births in older women
following the IVF procedure (Fig. 2). Kavoussi et al. [81]
found that low serum AMH levels (< 1 ng/mL) significantly
lower the chances of blastocyst cryopreservation after IVF
than in those patients with higher AMH levels (1–4 ng/mL),
regardless of patient age. There is still little known about the
connection between the variations in the serum AMH level
and the outcomes of IVF in patients.MeladoVidales et al. [36]
found that AMH concentrations which were measured during
the IVF stimulation predicted the ovarian response in patients
during the days of follicular growth. This is an important ad-
vantage of AMH compared to other ovarian reserve bio-
markers. This finding could lead to better individualization
of the IVF treatment in terms of more efficient ovarian stim-
ulation that is independent on the status of the ovarian reserve
in a patient.

Maturation of oocytes in vitro

Along with other beneficial aspects, the recombinant AMH
could be used as a compound added to the in vitro maturation
(IVM) medium, which is used for maturation of immature
oocytes collected from patients in the IVF programme. The
immature oocytes represent around 15% of all oocytes re-
trieved by ultrasound-guided aspiration of ovarian follicles
after OS in patients, included in the in vitro fertilization pro-
gramme. Immature oocytes cannot be fertilized unless ma-
tured in vitro. The procedure of IVM is currently suboptimal
and has a lowmaturation rate, but some groups have been able
to use IVM as a successful supplement to IVF in the natural
cycle [82–85]. Further, Zhang et al. [86] found that the addi-
tion of 100 ng/mL of recombinant AMH to the IVM medium
improves the quality of matured mouse oocytes resulting in a
better quality of embryos after in vitro fertilization. They sug-
gest that the added AMH upregulates the expression of genes
GDF9 and BMP15 during the IVM procedure, which im-
proves the quality of matured oocytes and embryos. It is an
important task to repeat this work in human oocytes and

maybe to improve the outcome of the oocyte in vitro matura-
tion procedure in humans. Successful in vitro maturation of
human oocytes would be beneficial for infertile patients and
young cancer patients who cryopreserve their oocytes before
chemo- and radiotherapy to retain their reproductive potential.

Contraception

Administration of recombinant AMH in human ovarian tissue
in vitro has been shown to suppress the initiation of primordial
follicle recruitment [87], although another study claims oppo-
sitely [88]. This knowledge has led to the hypothesis that
AMH could be used as a way of reversible contraception to
halt primordial follicular recruitment and with this delay the
onset of menopause [2]. Hayes et al. [89] have even demon-
strated in an in vivo mouse model that the administration of
recombinant AMH decreased follicular development and
inhibited ovulation, which resulted in an interrupted estrous
cycle. A similar study showed that when the administration of
AMH was cancelled, the folliculogenesis returned to the nor-
mal stage, which suggests that contraception with AMH is
reversible [90]. Even certain mathematical models on the po-
tential application of AMH as a contraceptive have been
made, which calculated that the reproductive lifespan during
AMH-induced contraception should be prolonged for as long
as AMH is applied [91]. As a contraceptive, AMH could
prove invaluable in preserving the fertility of women with
lower ovarian reserve at a younger age as well as becoming
a more natural and non-invasive means of contraception in
comparison to currently available substances.

AMH and cancer

Gynaecological tumours and cancer

AMH is associated with different and known gynaecological
tumours such as granulosa cell tumours of the ovary (GCT),
ovarian cancer with epithelial ovarian tumours, and cervical
cancer. However, AMH can also affect endometrial, breast,
and prostate cancers [16, 92, 93]. GCT represents around
70% of all sex cord-stromal tumours. It is uniquely character-
ized by the ability to secrete oestrogen and can evolve in all
age groups of women [94]. AMH has been confirmed as a
good tumour marker (in addition to inhibin B) for the primary
and recurrent GCT occurrence, especially because of its sta-
bility during the menstrual cycle [95]. The serum AMH in
these patients is higher than in patients without tumours; how-
ever, it can only be efficiently applied to patients younger than
65 years of age [96]. In older women, the serum AMH is too
low to measure regardless of their disease. The higher concen-
tration of AMH in tumours is due to enlarged granulosa cells
which release larger amounts of AMH into the bloodstream
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[95]. The same positive association of high circulating AMH
with higher risk for breast cancer has been found in breast
cancer patients [97].

Though it is suggested that the majority of ovarian cancers
within the Müllerian tract arise from the fimbriated end of the
fallopian tube, there are certain types of tumours which derive
from the secondary Müllerian system [98]. Knowing that
AMH acts in the regression ofMüllerian ducts during the male
gender differentiation in the embryo, scientists have proposed
the possibility of using AMH as a potential treatment agent in
epithelial ovarian cancers [99]. It has been proven, that recom-
binant AMH affects certain ovarian cancer cell lines (OVCAR
8 and IGROV 1) and inhibits their growth [100].

One of the most common cancers in women is cervical
cancer. Because the cervical epithelium originates from the
same Müllerian ducts as the ovarian epithelium, the same
principle of using AMH as a tumour suppressor has been
debated [30]. There were some studies on human endometrial,
breast, and prostate cancer cells or tissues which have shown
that AMHRII receptors are present on them and that the bind-
ing of AMH to these receptors causes the inhibition of cancer
cell growth [16, 92, 93].

The levels of AMH in healthy and cancer patients vary
depending on the type of cancer. It has been found that in
younger breast cancer patients (28–44 years old), the level
of AMH was the same as in healthy women (30–44 years
old) [101]. Thismeans that the ovarian reserve in breast cancer
patients is not impacted by cancer disease. Oppositely, it was
found that patients with Hodgkin lymphoma had lower AMH
levels and a lower ovarian reserve than healthy women [102].
Moreover, the serum AMH levels can predict the function of
ovaries after cancer treatment, even the possibility of ovarian
recovery; women with a higher AMH level have a faster re-
covery of their ovarian function and fertility. The measure-
ment of AMH in patients’ serum could represent a more robust
and reliable method of ovarian reserve than the measurements
of FSH or inhibin B levels [103]. We can conclude that dif-
ferent types of cancer may affect the ovarian reserve and con-
sequently the serum AMH as its marker.

The main problem of cancer treatment, especially chemo-
and radiotherapy, is the induction of amenorrhea or premature
menopause in young patients of reproductive age. Usually, the
levels of AMH and estradiol in the serum of post-menopausal
women decrease, while the levels of FSH increase. It is
thought that AMH could play an important role in the predic-
tion of chemotherapy-induced menopause (CIM) in young
patients with cancer [104]. However, Passildas et al. [104]
discovered that younger breast cancer patients are more likely
to recover menstruation after chemotherapy and have a lower
risk of premature menopause after treatment. AMH could also
be used as an addition to chemotherapy and applied to cancer
patients to preserve their growing ovarian follicles in a dor-
mant state [105].

Cancer treatment

As mentioned above, there is a high prospect of using
AMH for several aspects of cancer treatment and out-
comes (Fig. 2). One of them could be the forecasting of
the reproductive outcome in women who have undergone
cancer treatment. There is also a possibi l i ty of
transplanting ovarian tissue that was frozen before cancer
treatment to restore fertility. The AMH values in the se-
rum of these patients may be able to predict the success of
transplantation [106]. In some breast cancer patients, the
AMH levels were still very low 2 years after treatment
and can show the long-term post-chemotherapy loss of
ovarian function. Because of this, determination of the
levels of AMH before cancer treatment may aid in the
making of decisions regarding efficient treatment options
and fertility preservation after chemotherapy treatment
[107]. AMH could potentially be used as a contraceptive
without losing the existing pool of follicles and with a
reversible contraceptive effect to prevent the preterm ac-
tivation of growing follicles, especially in the case of che-
motherapy [2, 90]. Although the idea is of high clinical
interest, there is a lack of pure and safe recombinant
AMH on the market to apply it to the patients.

Measurement of AMH levels in biological
samples

The measurement of AMH levels in serum is possible
with several different AMH assays which are provided
by many manufacturers worldwide (gen. II assays). At
present, there are three fully automated immunoassays
available on the market that have high specificity and
sensitivity: The Elecsys AMH from Roche, AMH
ELISA from Ansh Labs, and Access AMH from
Beckman Coulter. The latter was also used in a study
using AMH levels as a predictor for AFC in patients
[108]. A cutoff value of 1.77 ng/mL was found for
classification of women with more than 15 follicles in
their ovaries on a sample of 856 patients. The use and
development of relevant immunoassays is an important
tool for the easier prediction of follicle count as well as
ea r ly menopause or an a l a rm for dec reas ing
fecundability of women. The difficulty in measuring
AMH serum levels is that there is still no international,
generally accepted standard for sample preparation, stor-
age, and AMH assay [44]. This poses a major difficulty
in the application of AMH measurements to any clinical
use. Ferguson et al. [109] are currently developing an
international standard for AMH measurements in biolog-
ical samples (serum) on the basis of recombinant human
AMH as reference.
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Conclusions

AMH is a hormone that has a lot of potential to be clinically
used, especially in the field of IVF treatment. At some clinics,
it is used to help the clinicians with the individualization of OS
in patients attending IVF procedures. However, the more pro-
nounced use of AMH is mainly obstructed by unreliable di-
agnostics, which is caused by the lack of international stan-
dardization of AMH assay, which lowers the specificity of the
measurements and clinical use. Thus, international standardi-
zation is the most important issue that should be tackled in the
near future. Also, there is still no human recombinant AMH
available that is safe for clinical use. It is encouraging that
research of cancer treatment using AMH is rapidly
progressing in terms of AMH measurements or even the ap-
plication of AMH to avoid the preterm activation of follicles
in the ovaries during chemotherapy and radiotherapy and con-
sequent infertility. An interesting consideration would be to
elucidate, if AMH can act directly on oocytes and the molec-
ular mechanisms of this action. This new knowledge could be
the foundation of new hormonal therapies and improve the
suboptimal procedure of human oocyte maturation in vitro.
It is certainly an interesting time for the research of new as-
pects of AMH action and its use in reproductive medicine.
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