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ABSTRACT  

 

Context: There are limited studies comparing the effects of combined oral contraceptives (COCs) 

containing natural estrogens and synthetic ethinylestradiol (EE) on reproductive hormones.  

 

Objective: To compare estradiol valerate (EV)+dienogest (DNG), EE+DNG, and DNG alone (an active 

control) on levels of follicle stimulating hormone (FSH), luteinizing hormone, Anti-Müllerian 

hormone (AMH), ovarian steroids, sex hormone binding globulin (SHBG), and the Free Androgen 

Index (FAI).  

Design: Spin-off study from a randomized trial. 

Setting: Outpatient setting at Helsinki and Oulu University Hospitals, Finland.  

Participants: 59 healthy, 18–35-year-old ovulatory women were enrolled. Three women 

discontinued. The groups were comparable as regards age and body mass index. 

Interventions: EV 2mg+DNG 2–3mg (n=20), EE 0.03mg+DNG 2mg (n=20) and DNG 2mg (n=19) were 

used continuously for nine weeks. Blood samples were drawn at baseline, and at 5 and 9 weeks. 

 

Main Outcome Measures: EV+DNG suppressed FSH by -27% (-51:-3) (median [95%CI]) vs. EE+DNG, -

64% (-78: -51), P=0.04, but AMH levels decreased similarly by -9% (-18: -0.1) vs. -13% (-28:0.2), 

P=0.38, respectively. EV+DNG increased SHBG levels by 56% (30:82) and EE+DNG by 385% (313:423), 

P<0.001. Total testosterone (T) decreased by 16% (-27: -5) in the EV+DNG group but it did not 

decrease in the EE+DNG group, whereas the FAI decreased by -39% (-54: -25) vs. -72% (-78: -67), 

P<0.001. DNG alone did not induce changes in any of these parameters. 
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Conclusions: Compared with EE+DNG, treatment with EV+DNG resulted in milder pituitary 

downregulation and reduced induction of hepatic SHBG synthesis—potentially carrying more 

beneficial health effects.  

 

Keywords: Anti-Müllerian hormone, combined oral contraception, dienogest, estradiol valerate, free 

androgen index, sex hormone binding globulin 
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INTRODUCTION 

Combined oral contraceptives (COCs) inhibit ovulation by disrupting the hypothalamic-pituitary-

ovarian axis, mainly through suppression of pituitary gonadotropin secretion (1). This results in 

arrested follicular development and suppression of ovarian activity, which is reflected in decreased 

circulating levels of estradiol (E2) and its metabolites, testosterone (T), androstenedione (A4) (2), 

progesterone (P4), and Anti-Müllerian Hormone (AMH) (3). Additionally, COCs upregulate hepatic 

synthesis of estrogen-sensitive proteins, such as sex hormone binding globulin (SHBG) (4), thereby 

increasing the binding capacity for testosterone (T) and decreasing the fraction of biologically active 

free T in the circulation (2). In addition to being an indicator of the impact of COC use on hepatic 

metabolism, SHBG is also a suggested marker of the risk of venous thromboembolism (VTE) in COC 

users (5). 

 

COCs use is associated with an increased risk of VTE and arterial thrombosis (6,7) as well as 

metabolic changes such as altered glucose tolerance, increased inflammation and changes in the 

lipid profile (8,9). While reductions in initially high doses of ethinylestradiol (EE) during COC 

development have improved their safety (10,11), further improvement has been sought by replacing 

(highly potent) EE with low-potency natural estrogens. Two formulations containing either 

bioidentical estradiol (E2) or its ester, estradiol valerate (EV) (12,13), have previously been market-

introduced and recently, a new formulation containing fetal-origin estetrol (E4) (14) was authorized 

by the European Medicines Agency.  

 

COCs containing E2/EV have high contraceptive efficacy (15,16) and have been found to induce less 

pronounced endocrine and metabolic effects than those containing EE (17,18). However, clinical 

evidence on their effects on reproductive hormones remains limited. COCs containing EE suppress 
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androgen synthesis in both ovaries (A4 and T synthesis) and adrenals, in addition to lowering free T 

levels by increasing SHBG synthesis (2). This is beneficial in managing hyperandrogenism (acne, 

hirsutism) in women but could also affect libido, which is thought to, at least partially, be driven by 

androgens (19). How E2/EV containing COCs affect female androgen status remains sparsely studied 

and in most available studies, E2/EV containing COCs have been compared with preparations 

containing EE combined with various progestins. This makes pinpointing the specific effects of the 

estrogen challenging as progestins also modulate at least the hepatic effects of COCs (20). In 

addition, AMH, which is increasingly being used as a tool for estimating remaining fertility potential 

(21), decreases during the use of COCs containing EE (3), but whether E2/EV-based COCs also 

decrease AMH levels is not well known.  

 

The objective of this study was to compare the effects of a nine-week continuous regimen of COCs 

containing either EV+dienogest (DNG) or EE+DNG, and DNG alone (as an active control group) on the 

suppression of pituitary (FSH, LH) and ovarian activity (P4, E2 and its metabolites, and AMH), 

induction of hepatic metabolism (SHBG), and androgen suppression (T, A4 and the free androgen 

index [FAI]). Owing to the lower potency of EV, we anticipated that EV+DNG would have less marked 

effects on all variables compared with EE+DNG, while DNG alone was expected to have only a 

modest effect on most reproductive hormones as previously shown (22) 

MATERIAL AND METHODS 

This study is a spin-off from our randomized clinical trial focusing on glucose tolerance (23).  

Independent Ethics committees of Helsinki and Oulu University Hospitals approved the study 

protocol, and the study was registered at clinicaltrials.gov (NCT 02352090). The study was conducted 

between April 2014 and December 2016 at Helsinki and Oulu University Hospitals, in Finland. 
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PARTICIPANTS  

The inclusion criteria were a two-month washout period after hormonal contraceptive use, age 18–

35 years, normal weight (body mass index [BMI] 19-24.9 m2/kg), non-smokers, no use of regular 

prescription medication, regular menstrual cycles (21–35 days), and no contraindications for 

combined hormonal contraceptive use (24). Before randomization, a gynecological examination 

including vaginal ultrasonography was performed to exclude polycystic ovarian morphology, since 

polycystic ovarian syndrome (PCOS) was also an exclusion criterion of the study.   

 

INTERVENTION 

The intervention treatments contained 1) EV 2mg + DNG 2–3mg, 2) EE 0.03mg + DNG 2mg, 

and 3) DNG 2mg in a continuous regimen for nine weeks (63 days). We used commercial 

preparations (Qlaira®, Bayer AG: fourphasic regimen; day 1–2 EV 3mg, day 3–7 EV 2mg + 

DNG 2mg, day 8–24 EV 2mg + DNG 3mg, day 25–26 EV 1mg, day 27–28 placebo; Valette®, 

Jenapharm, day 1–21 EE 0.03mg + DNG 2mg, day 22–28 placebo;  Visanne®, Bayer AG, day 

1–28 DNG 2mg), but removed all placebo tablets (EE+DNG and DNG alone) and the tablets 

containing only EV and one tablet containing EV 2mg + DNG 2mg from the EV+DNG 

packages to harmonize the hormonal content of the preparations and to eliminate the 

hormone free interval. After omitting the hormone free interval, all packages contained 21 

tablets of active hormone, taken continuously for 63 days. The participants were randomly 

allocated to one of the three treatment groups: 1) EV+DNG, 2) EE+DNG, and 3) DNG alone. 

In the EV + DNG group, the DNG dose was 3mg for 16/21 days and 2mg for 5/21 days. 

Baseline blood samples were drawn after a 12h fast on menstrual cycle day 1–5 and at the 
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fifth (days 28–35) and ninth (days 47–63) weeks of treatment. The preparations were 

initiated after baseline blood sampling (day 2–6).  

 

SAMPLE HANDLING AND LABORATORY ASSAYS   

Serum samples were prepared by a single 10-min centrifugation at 2000 g and stored at -70°C until 

analysis.  

 

Serum concentrations of FSH and SHBG were analyzed using chemiluminescent microparticle 

immunoassays, ARCHI FSH (Abbott Cat# 7K75-25, RRID:AB_2813910) (analytical sensitivity 0.05 IU/L, 

total coefficient of variation [CV%] 3.2–4.6%) and ARCHI SHBG (Abbott Cat# 8K26, RRID:AB_2895255 

(analytical sensitivity 0.02 nmol/L, total CV% 5.6–9.54%) (Abbot Architect i2000SR analyzer, Abbot 

Diagnostics). Levels of LH were analyzed by chemiluminescent immunoassays using Atellica IM LH 

(Siemens Cat# 01756298, RRID:AB_2895592) (analytical sensitivity 0.07 IU/L, intra-assay CV% 2.1–

2.4%) (Siemens Healthcare Diagnostics) and AMH was quantified by Elecsys AMH Plus immunoassays 

(Roche Cat# 06331076, RRID:AB_2895131) (analytical sensitivity 0.010 ng/mL, intra-assay CV% 1–

2.6%) (Roche Diagnostics). The above analyses were performed at Huslab (Helsinki, Finland). The 

Free Androgen Index (FAI) was used to estimate bioavailable free T levels and was calculated as 

follows: FAI=(T/SHBG) *100)(25).  

 

Progesterone (P4), androstenedione (A4), testosterone (T), estradiol (E2), estrone (E1), and estrone-

3-sulfate (E1S), were analyzed using liquid chromatography-tandem mass spectrometry (LC-MS/MS) 

(Core Facility for Metabolomics, University of Bergen, Norway). Serum proteins were precipitated 

with acetonitrile, and the supernatant was subjected to liquid–liquid extraction with ethylacetate–

heptane on a Hamilton STAR pipetting robot (Bonaduz, Switzerland).  An Acquity UPLC system 

D
ow

nloaded from
 https://academ

ic.oup.com
/jcem

/advance-article/doi/10.1210/clinem
/dgac150/6547906 by guest on 14 M

arch 2022



Acc
ep

ted
 M

an
us

cri
pt

 

 9 

(Waters, Milford, MA, USA) was used to chromatographically separate the steroids on a C-18 column 

(50 x 2.1 mm, 1.7 mm particle size), which was developed by gradient elution, using water and 

methanol containing ammonium hydroxide as mobile phases. The UPLC system was connected to a 

Waters Xevo TQ-S tandem mass spectrometer equipped with an electrospray ionization source, and 

the steroids were detected in MRM mode. Two product ions were monitored for each compound to 

check for interference. Analytical sensitivity and precision were determined as lower limit of 

quantification (LLQ) and total coefficient of variation (CV) for intermediate concentrations, 

respectively:  17-estradiol (3.6 pmol/L and 5.0%), estrone (2.1 pmol/L and 3.6%), estrone 3-sulfate 

(0.24 nmol/L and 4.8%), progesterone (0.21 nmol/L and 10.3%), testosterone (0.11 nmol/L and 

3.2%), androstenedione (0.02 nmol/L and 5.4%). Accuracies were in the range 95–109%. 

 

STATISTICAL ANALYSIS  

Data are presented as means (with SDs) or medians (with interquartile ranges [IQRs]) depending on 

their distribution (verified by the Shapiro–Wilk test). The treatment effect is summarized as mean or 

median percentage (%) change from baseline, with confidence intervals (95%CIs). A significance level 

of P<0.05 was considered statistically significant. We log-transformed skewed data before analysis 

and replaced values under the quantification limit with the value of the quantification limit.  The 

treatment effect within and between the groups was analyzed using repeated-measures ANOVA 

with one within (time) and one between factor (group) and Tukey's post hoc test. P4 data was 

analyzed using the Wilcoxon’s signed ranks test since it was not normally distributed even after 

logarithmic transformation. The Kruskal-Wallis test and Dunn’s post hoc tests were used for 

comparisons across the groups. Variables analyzed in samples collected only at two different time 

points (baseline and nine weeks [FSH, LH, AMH]) were analyzed using the paired samples T-test or 

Wilcoxon’s signed-rank test, and one-way ANOVA or the Kruskal-Wallis test to analyze the between-

group effect including Tukey’s or Dunn’s post hoc tests. The post hoc tests were adjusted for multiple 
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comparisons (Bonferroni).  IBM SPSS Statistics 27 and Graph Pad Prism 9.2 for macOS were used for 

the analyses. 

 

RESULTS 

Seventy-seven women (all White) volunteered and were screened, of which 59 were eligible and 56 

completed the study, leaving the final groups as follows: 1) EV+DNG n=20 2) EE+DNG n=19, and 3) 

DNG n=17 (Figure 1; flowchart). In the DNG alone group, one LH sample (baseline) could not be 

analyzed owing to technical problems. The groups were comparable regarding age, BMI (Table 1) 

and hormonal baseline values (Table 2). Serum concentrations of the variables at five and nine 

weeks of treatment, and comparisons between the groups are shown in Figure 2 and Table 2. 

 

GONADOTROPINS AND AMH  

Serum levels of FSH (median percentage change from baseline [%, 95%CI]) decreased in the EV+DNG 

group by -27% (-51: -3) vs. -64% (-78: -51) in the EE+DNG group, P=0.001. A similar decrease in LH 

levels was detected in both COC groups; treatment with EV+DNG decreased LH by -67% ( -78: -32) 

and EE+DNG treatment by -77% (-97: -69), (P=0.58). Treatment with DNG alone did not alter FSH 

levels, while LH levels increased by 39% (0:78, P=0.05). At nine weeks one woman in the DNG-alone 

group had a significantly higher LH level (14.7 IU/L) than the other participants (<7.2 IU/L) in that 

group. Omitting this subject from analyses did not affect the significance of the comparisons 

between the groups (Table 2); however, the change from baseline within the DNG alone group 

became non-significant (P=0.09).  
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Serum levels of AMH decreased over the nine-week treatment period in both the EV+DNG and 

EE+DNG groups by -9.2% (-18: -0.2, P=0.04) vs. -13.0% (-28:0.2, P=0.01), P=0.38, but remained 

unchanged in the DNG alone group (0.7% [-10:12]). 

 

OVARIAN STEROIDS 

As expected, serum levels of estradiol (E2), estrone (E1) and estrone sulfate (E1S) increased 

significantly following the intake of EV+DNG; E2 levels increased by 161% (50:227), E1 by 1341% 

(620:1700) and E1S by 1890% (974:2267). In contrast, EE suppressed levels of E2, E1 and E1S by -92% 

(-93: -83), -30% (-44:10), and -68(-81: -53), respectively. Treatment with DNG alone resulted in a 

slight increase in E2 levels (the change from five to nine weeks, P=0.02), and in E1 and E1S levels, by 

+72% (-13:283), 43% (0:100) and 47% (1:137), respectively. We calculated the E1:E2 ratios as a 

means of assessing compliance to the EV+DNG treatment, since the E1:E2 ratio increases following 

oral intake of EV/E2 owing to the extensive metabolism of E2 to E1 in the intestinal mucosa during 

absorption and during hepatic first-pass (26). At baseline all groups had physiological E1:E2 ratios 

close to 1 (median [IQR]); EV+DNG 1.24 (0.88:1.64), EE+DNG 1.27 (0.94:1.99) and DNG alone 1.03 

(0.81:1.47). At nine weeks the corresponding ratios were 7.0 (5.06:9.47, P<0.001), reflecting oral 

intake of E2/EV in the EV+DNG group; 10.4 (7.92:13.62, P>0.001), reflecting relatively more 

profound suppression of E2 than E1 in the EE+DNG group, even though both E2 and E1 were clearly 

decreased; and 1.13 (0.58:1.66, P=0.53), reflecting a sustained physiological E1:E2 ratio in the DNG 

alone group.  

  

All women (56/56) had comparable low levels of P4 (< 1.6 nmol/L) consistent with anovulation at 

five and nine weeks of treatment. At five weeks, 60% (12/20) and at nine weeks, 50% (10/20) of the 

women in the EV+DNG group had concentrations of P4 under the lower limit of quantification 
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(<0.21nmol/L). The corresponding values in the EE+DNG group were 47% (9/19) and 60% (12/19), 

and in the DNG-alone group, 53% (9/17) and 47% (8/17). P4 levels decreased similarly across the 

groups over the treatment period (P=0.74) and no pregnancies occurred in any of the groups. 

 

Serum androstenedione (A4) levels (mean % change [95%CI]) declined similarly over nine weeks in 

both the EV+DNG and EE+DNG groups, by -22% (-34:11) and -14% (-28: -0.6) respectively. Serum 

levels of T (median % [95%CI]) decreased from baseline during treatment with EV+DNG by -16% (-27: 

-5), whereas a tendency towards increased T levels was observed in the EE+DNG group (the change 

from baseline to five weeks P=0.05); at nine weeks T levels had increased by 24% (5:44). However, 

the increase did not reach statistical significance (P=0.07). Treatment with DNG alone did not induce 

changes in T or A4 levels (-5% [-20:8] and 3% [-15:20], respectively).  

 

SHBG AND FAI 

Serum concentrations of SHBG increased in both COC groups over the nine-week treatment period, 

but the change was more pronounced in the EE+DNG group, as SHBG levels increased by 386% 

(313:423) vs. 56% (30:82) in the EV+DNG group (P<0.001). Correspondingly, the FAI decreased by -

72% (-78: -67) vs. -39% (-54: -25), (P<0.001). SHBG levels and the FAI remained unchanged in the 

DNG-alone group. 

 

DISCUSSION 

In this study we showed that EV+DNG had a minor impact on most of the hormonal variables 

compared with EE+DNG, while the effects of DNG alone were mostly neutral. Our key findings 

include the less pronounced suppression of FSH and only moderately increased levels of SHBG. 
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Consequently the FAI was reduced in both COC groups; however, following treatment with EV+DNG 

the FAI remained higher. Furthermore, treatment with EV+DNG and EE+DNG resulted in comparable 

decreases in serum AMH levels.  

 

Combined contraceptives containing natural estrogens have been found to have good contraceptive 

efficacy, as they suppress gonadotropin secretion and inhibit ovulation (27,28). This was also 

demonstrated in our study, where both COC regimens similarly decreased LH levels. However, 

treatment with EV+DNG resulted in less pronounced suppression of FSH, and possibly a lesser 

degree of follicular arrest than EE+DNG, yet with effective ovulation inhibition, as reflected in low or 

undetectable P4 levels and decreased serum concentrations of T, A4, and AMH. Conversely, resulting 

from the oral intake of EV, levels of E2 and its metabolites (E1 and E1S) were elevated. The potential 

role for the approximately tenfold increment in E1 (+1341%) and E1S (+1890%) levels compared to 

E2 (+161%) is to serve as a pool of estrogens that can be converted back to E2, thus increasing the 

biological half-life of orally administered E2 (29). Whether or not some endogenous E2 production 

persists cannot be determined, but it is possible owing to the submaximal suppression of FSH. As 

expected, EE+DNG treatment resulted in efficient pituitary downregulation, reflected in low FSH and 

LH levels, and undetectable P4 levels. Efficient follicular arrest was reflected in decreased levels of 

E2 (and E1, E1S), A4 and AMH. In contrast to previous studies (2), in the EE+DNG-group,  there was a 

tendency towards increased total T levels, which is unlikely clinically significant and may reflect 

lower T clearance resulting from the concomitant nearly fourfold increase in SHBG levels (+386%). As 

T levels were measured using a state-of-the-art method (LC-MS/MS) (30), we do not suspect that 

analytical difficulties could explain these results.   
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One of the major findings was the higher FAI values in the EV+DNG group than in the EE+DNG group 

(change from baseline; -39% vs. -72%) as a result of the weaker effect of EV on SHBG synthesis. 

Whether or not the smaller reduction in FAI values observed with EV+DNG has clinical implications, 

i.e., results in less effective treatment of hyperandrogenic conditions, such as hirsutism and acne, 

remains to be elucidated in future studies. However, reassuring preliminary data have been 

published, suggesting improvement of acne and insulin resistance in hyperandrogenic women with 

PCOS treated with EV+DNG  (31,32). These findings suggest clinical efficacy of EV+DNG in 

hyperandrogenism despite only moderately increased SHBG levels (56% vs. 386% in the EE+DNG 

group). Also, the direct antiandrogenic effect of DNG on peripheral androgen receptors (33) may 

contribute to the resolution of the symptoms. The modest suppression of androgens with EV+DNG 

treatment could also potentially be beneficial, since androgens have been implied to affect libido in 

women (19). In fact, improved sexual function has been observed during the use of COCs containing 

EV/E2 (34–36). However, whether or not the reduction in circulating androgens during COC use 

affects sexual function remains controversial (37).   

 

Treatment with DNG alone resulted in anovulatory P4 levels, and unchanged FSH and androgen 

levels, which align with the concept that DNG (≥2mg/d) efficiently inhibits ovulation (38) regardless 

of having limited antigonadotrophic effect (39).  Furthermore, LH and E2 levels increased 

moderately. The increase in LH has not previously been reported during DNG treatment (22) and 

probably reflects our limited sample size (one outlier). The increment in E2 levels (within early 

follicular range) is in line with a previous study (22), and possibly indicates increased granulosa-cell 

mass and persisting follicular development during DNG use. There was, however, large 

intraindividual differences in E2 levels, reflected in wide confidence intervals. Similarly increased E2 

levels has been shown with  drospirenone alone,  while use of desogestrel alone has resulted in even 
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higher E2 levels (40). Like other progestins (41), treatment with DNG alone did not increase SHBG 

levels nor alter FAI values. 

 

Previous studies have shown AMH levels to be 20–50% lower in women using EE-based COC than 

non-users (3,42–46). The reduction of circulating AMH during COC use is most likely explained by 

decreased FSH levels and follicle development, and consequently reduced granulosa-cell mass, 

mainly in the small antral stage (3). We found that AMH levels declined by 9% in the EV+DNG group 

and 13% in the EE+DNG group, which was somewhat less than previously observed. This could be 

explained by the relatively short follow-up period, or the specific estrogen-progesterone 

combinations studied, as it is unknown whether the decrease in AMH continues over time or 

whether it is formulation-specific. Furthermore, we found that treatment with DNG alone did not 

alter AMH levels, which is in line with a previous report (47) but contrasts others showing that 

monotherapy with progestins (drospirenone and norethisterone) is associated with 15-30% lower 

AMH levels compared with non-use (43,46). Nevertheless, the clinical usefulness of AMH as a marker 

of ovarian reserve (48) seems to be limited among all women using COCs regardless of the estrogen 

type. The effects of DNG alone need further exploration in studies with longer follow-up, because 

there may be clinical interest in using AMH as a marker of ovarian reserve in women treated with 

DNG alone for endometriosis.  

 

Estrogens upregulate the synthesis of many hepatic proteins, of which SHBG has received the most 

attention. The synthesis of SHBG increases dose-dependently with EE administration (49) and 

decreases according to the androgenicity of the progestin component (50), and has accordingly been 

suggested to be a marker of total COC estrogenicity (41). SHBG has also been suggested as a 

surrogate marker of the risk of VTE associated with the use of hormonal contraception (51), even 
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though it is not directly related to any hemostatic processes. The mechanism underlying the VTE risk 

associated with COC use is not fully understood, but a plausible mechanism includes COC-induced 

activated protein C (APC) resistance  (52). The degree of APC resistance (a suggested surrogate 

marker for VTE risk (53)), induced by different COCs has, in turn, been correlated with SHBG levels 

(54–56). Agreeing with the results of previous studies on COCs containing natural estrogens (41,57–

61), we found that treatment with EV+DNG only modestly increased SHBG levels (+56%), whereas 

EE+DNG resulted in a  major increment (+386%). The increase in SHBG in the  EV+DNG group is 

comparable to that induced by EE+levonorgestrel (LNG) (~50%) (41), a second-generation COC 

acknowledged to carry a low VTE risk (62). The results of two large post-marketing surveillance 

studies also indicated a comparable VTE risk as regards E2/EV containing COCs and EE+LNG (63,64). 

A recently published extension of the active surveillance on the EV+DNG preparation showed an 

even lower VTE risk for EV+DNG compared with EE+LNG (65). Since E2/EV based COCs have been 

shown to have comparable contraceptive efficacy to EE based COCs (16,66), the lower impact on 

hepatic metabolism and emerging evidence of a low VTE risk indicate a favorable risk-benefit ratio 

for E2/EV containing COCs.   

 

The strengths of this study include the direct comparison of COCs differing only in their estrogen 

component and the inclusion of a DNG-alone group as control. The DNG dose was higher for 51 out 

of 63 days in the EV+DNG group than in the other groups (3 vs. 2 mg), which could have had an 

impact on our results. However, antiandrogenic progestins, such as DNG, are not expected to 

antagonize the hepatic effects of estrogens. Moreover, DNG does not bind to SHBG, interfering with 

the binding of T and E2, nor does it have any significant steroid-receptor affinity for other than the 

progesterone receptor (33). The study could not be blinded because DNG on its own lacks a 

contraceptive indication. Adherence to the study protocol was considered good, owing to low 

anovulatory P4 levels in all women. Furthermore, all subjects in the EE+DNG group had profoundly 
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suppressed E2 levels, indicative of COC use, and in the EV+DNG group, exogenous EV use was 

apparent by the altered E1:E2 ratio. 

Limitations of this study include the short follow-up time and the relatively low number of 

participants. However, nine weeks of continuous combined contraceptive use seems to be long 

enough to show alterations in metabolic parameters (67), and for instance, effects on blood 

coagulation emerge even more rapidly, already after the first week of COC use (68). Since the 

sample size was based on power calculations for the primary endpoint of the main study (23), the 

risk of type II statistical error must be considered for the present analyses. The sample size may be 

too small to detect differences between the EV+DNG and DNG alone groups. The analyses were, in 

addition, conservative owing to adjustments for multiple comparisons.  

 

In conclusion, EV+DNG seems to exert less pronounced pituitary downregulation and lower hepatic 

impact than EE+DNG. Moreover, even though the FAI values clearly decreased after treatment with 

EV+DNG (-39 %), the FAI remained higher than after treatment with EE+DNG (-72%), which may be 

of clinical significance. E2/EV containing COCs may not be as efficient in managing 

hyperandrogenism but could have less effect on libido.  Furthermore, based on our results, data on 

AMH as a marker of the ovarian reserve should be interpreted with caution not only in users of COCs 

containing EE, but also E2/EV. Further research carried out to assess long-term clinical consequences 

such as VTE risk, efficacy in hyperandrogenic conditions, and the effect on libido and metabolism are 

needed to establish the potential benefits of COCs containing natural estrogens. 

 

  

D
ow

nloaded from
 https://academ

ic.oup.com
/jcem

/advance-article/doi/10.1210/clinem
/dgac150/6547906 by guest on 14 M

arch 2022



Acc
ep

ted
 M

an
us

cri
pt

 

 18 

DATA AVAILABILITY STATEMENT  

Restrictions apply to the availability of some or all data generated or analyzed during this study to 

preserve patient confidentiality. The corresponding author will, on request, detail the restrictions 

and any conditions under which access to some data may be provided. 

 

ACKNOWLEDGEMENTS 

Research nurses Pirjo Ikonen and Elina Huikari are thanked for their invaluable assistance during this 

study.  

 

  

D
ow

nloaded from
 https://academ

ic.oup.com
/jcem

/advance-article/doi/10.1210/clinem
/dgac150/6547906 by guest on 14 M

arch 2022



Acc
ep

ted
 M

an
us

cri
pt

 

 19 

 

 

 

REFERENCES 

1.  Mishell DR, Kletzky OA, Brenner PF, Roy S, Nicoloff J. The effect of contraceptive steroids on 

hypothalamic-pituitary function. Am. J. Obstet. Gynecol. 1977;128(1):60–74. 

2.  Zimmerman Y, Eijkemans MJC, Coelingh Bennink HJT, Blankenstein MA, Fauser BCJM. The 

effect of combined oral contraception on testosterone levels in healthy women: A systematic 

review and meta-analysis. Hum. Reprod. Update 2014;20(1):76–105. 

3.  Kallio S, Puurunen J, Ruokonen A, Vaskivuo T, Piltonen T, Tapanainen JS. Antimüllerian 

hormone levels decrease in women using combined contraception independently of 

administration route. Fertil. Steril. 2013;99(5):1305–1310. 

4.  Mashchak CA, Lobo R, Dozono-Takano R, Eggena P, Nakamura R, Brenner P, Mishell D. 

Comparison of pharmacodynamic properties of various estrogen formulations. Am. J. Obstet. 

Gynecol. 1982;144(5):511–518. 

5.  Odlind V, Milsom I, Persson I, Victor A. Can changes in sex hormone binding globulin predict 

the risk of venous thromboembolism with combined oral contraceptive pills? Acta Obstet. 

Gynecol. Scand. 2002;81(6):482–90. 

6.  Dragoman M V., Tepper NK, Fu R, Curtis KM, Chou R, Gaffield ME. A systematic review and 

meta-analysis of venous thrombosis risk among users of combined oral contraception. Int. J. 

Gynecol. Obstet. 2018;141(3):287–294. 

D
ow

nloaded from
 https://academ

ic.oup.com
/jcem

/advance-article/doi/10.1210/clinem
/dgac150/6547906 by guest on 14 M

arch 2022



Acc
ep

ted
 M

an
us

cri
pt

 

 20 

7.  Lidegaard Ø, Løkkegaard E, Jensen A, Skovlund CW, Keiding N. Thrombotic stroke and 

myocardial infarction with hormonal contraception. N. Engl. J. Med. 2012;366(24):2257–

2266. 

8.  Sitruk-Ware R, Nath A. Metabolic effects of contraceptive steroids. Rev. Endocr. Metab. 

Disord. 2011;12(2):63–75. 

9.  Mosorin ME, Haverinen A, Ollila MM, Nordström T, Jokelainen J, Keinänen-Kiukaanniemi S, 

Puukka K, Ruokonen A, Auvinen J, Piltonen T, Morin-Papunen L, Tapanainen JS. Current use 

of combined hormonal contraception is associated with glucose metabolism disorders in 

perimenopausal women. Eur. J. Endocrinol. 2020;183(6):619–626. 

10.  Böttiger LE, Boman G, Eklund G, Westerholm B. Oral contraceptives and thromboembolic 

disease: effects of lowering estrogen content. Lancet 1980;315(8178):1097–1101. 

11.  Lidegaard Ø, Løkkegaard E, Jensen A, Skovlund CW, Keiding N. Thrombotic Stroke and 

Myocardial Infarction with Hormonal Contraception. N. Engl. J. Med. 2012;366(24):2257–

2266. 

12.  Düsterberg B, Nishino Y. Pharmacokinetic and pharmacological features of oestradiol 

valerate. Maturitas 1982;4(4):315–324. 

13.  Duijkers IJM, Klipping C, Grob P, Korver T. Effects of a monophasic combined oral 

contraceptive containing nomegestrol acetate and 17β-oestradiol on ovarian function in 

comparison to a monophasic combined oral contraceptive containing drospirenone and 

ethinylestradiol. Eur. J. Contracept. Reprod. Heal. Care 2010;15(5):314–325. 

14.  Creinin MD, Rosing J, Jost M, Kinet V, Chatel G, Foidart JM. Estetrol Combined with 

Drospirenone: A New Oral Contraceptive With a Favorable Hemostatic Profile [20OP]. Obstet. 

Gynecol. 2019;133(1):7–7. 

D
ow

nloaded from
 https://academ

ic.oup.com
/jcem

/advance-article/doi/10.1210/clinem
/dgac150/6547906 by guest on 14 M

arch 2022



Acc
ep

ted
 M

an
us

cri
pt

 

 21 

15.  Endrikat J, Parke S, Trummer D, Schmidt W, Duijkers I, Klipping C. Ovulation inhibition with 

four variations of a four-phasic estradiol valerate/dienogest combined oral contraceptive: 

results of two prospective, randomized, open-label studies. Contraception 2008;78(3):218–

225. 

16.  Palacios S, Wildt L, Parke S, Machlitt A, Römer T, Bitzer J. Efficacy and safety of a novel oral 

contraceptive based on oestradiol (oestradiol valerate/dienogest): A Phase III trial. Eur. J. 

Obstet. Gynecol. Reprod. Biol. 2010;149(1):57–62. 

17.  Ågren UM, Anttila M, Mäenpää-Liukko K, Rantala ML, Rautiainen H, Sommer WF, 

Mommers E. Effects of a monophasic combined oral contraceptive containing nomegestrol 

acetate and 17β-oestradiol in comparison to one containing levonorgestrel and 

ethinylestradiol on markers of endocrine function. Eur. J. Contracept. Reprod. Heal. Care 

2011;16(6):458–467. 

18.  Junge W, Mellinger U, Parke S, Serrani M. Metabolic and haemostatic effects of estradiol 

valerate/dienogest, a novel oral contraceptive. Clin. Drug Investig. 2011;31(8):573–584. 

19.  Wåhlin-Jacobsen S, Pedersen AT, Kristensen E, Læssøe NC, Lundqvist M, Cohen AS, 

Hougaard DM, Giraldi A. Is There a Correlation Between Androgens and Sexual Desire in 

Women? J. Sex. Med. 2015;12(2):358–373. 

20.  Rad M, Kluft C, Ménard J, Burggraaf J, de Kam ML, Meijer P, Sivin I, Sitruk-Ware RL. 

Comparative effects of a contraceptive vaginal ring delivering a nonandrogenic progestin and 

continuous ethinyl estradiol and a combined oral contraceptive containing levonorgestrel on 

hemostasis variables. Am. J. Obstet. Gynecol. 2006;195(1):72–77. 

21.  Moolhuijsen LME, Visser JA. Anti-Müllerian Hormone and Ovarian Reserve: Update on 

Assessing Ovarian Function. J. Clin. Endocrinol. Metab. 2020;105(11):3361–3373. 

D
ow

nloaded from
 https://academ

ic.oup.com
/jcem

/advance-article/doi/10.1210/clinem
/dgac150/6547906 by guest on 14 M

arch 2022



Acc
ep

ted
 M

an
us

cri
pt

 

 22 

22.  Moore C, Carol W, Gräser T, Mellinger U, Walter F. Influence of dienogest on ovulation in 

young fertile women. Clin. Drug Investig. 1999;18(4):271–278. 

23.  Haverinen A, Kangasniemi M, Luiro K, Piltonen T, Heikinheimo O, Tapanainen JS. Ethinyl 

estradiol vs estradiol valerate in combined oral contraceptives – Effect on glucose tolerance: 

A randomized, controlled clinical trial. Contraception 2021;103(1):53–59. 

24.  World Health Organization. Medical Eligibility Criteria for Contraceptive Use. 5th ed.; 

2015.Accessed: January 5th,.2022 throug 

https://www.who.int/publications/i/item/9789241549158 

25.  Vermeulen A, Verdonck L, Kaufman JM. A Critical Evaluation of Simple Methods for the 

Estimation of Free Testosterone in Serum. J. Clin. Endocrinol. Metab. 1999;84(10):3666–3672. 

26.  Stanczyk F, Archer D, Bhavnani B. Ethinyl estradiol and 17β-estradiol in combined oral 

contraceptives: Pharmacokinetics, pharmacodynamics and risk assessment. Contraception 

2013;87(6):706–727. 

27.  Endrikat J, Parke S, Trummer D, Serrani M, Duijkers I, Klipping C. Pituitary, ovarian and 

additional contraceptive effects of an estradiol-based combined oral contraceptive: Results of 

a randomized, open-label study. Contraception 2013;87(2):227–234. 

28.  Gemzell-Danielsson K, Apter D, Zatik J, Weyers S, Piltonen T, Suturina L, Apolikhina I, Jost 

M, Creinin MD, Foidart JM. Estetrol-Drospirenone combination oral contraceptive: a clinical 

study of contraceptive efficacy, bleeding pattern and safety in Europe and Russia. BJOG An 

Int. J. Obstet. Gynaecol. 2021. doi:10.1111/1471-0528.16840. 

29.  Kuhl H. Pharmacology of estrogens and progestogens: Influence of different routes of 

administration. Climacteric 2005;8(SUPPL. 1):3–63. 

30.  Moal V, Mathieu E, Reynier P, Malthièry Y, Gallois Y. Low serum testosterone assayed by 

D
ow

nloaded from
 https://academ

ic.oup.com
/jcem

/advance-article/doi/10.1210/clinem
/dgac150/6547906 by guest on 14 M

arch 2022



Acc
ep

ted
 M

an
us

cri
pt

 

 23 

liquid chromatography-tandem mass spectrometry. Comparison with five immunoassay 

techniques. Clin. Chim. Acta 2007;386(1–2):12–19. 

31.  Di Carlo C, Gargano V, Sparice S, Tommaselli GA, Bifulco G, Nappi C. Effects of an oral 

contraceptive containing estradiol valerate and dienogest on circulating androgen levels and 

acne in young patients with PCOS: An observational preliminary study. Gynecol. Endocrinol. 

2013;29(12):1048–1050. 

32.  De Leo V, Fruzzetti F, Musacchio MC, Scolaro V, Di Sabatino A, Morgante G. Effect of a new 

oral contraceptive with estradiol valerate/dienogest on carbohydrate metabolism. 

Contraception 2013;88(3):364–368. 

33.  Ruan X, Seeger H, Mueck AO. The pharmacology of dienogest. Maturitas 2012;71:337–344. 

34.  Caruso S, Agnello C, Romano M, Cianci S, Lo Presti L, Malandrino C, Cianci A. Preliminary 

study on the effect of four-phasic estradiol valerate and dienogest (E2V/DNG) oral 

contraceptive on the quality of sexual life. J. Sex. Med. 2011;8(10):2841–2850. 

35.  Caruso S, Cianci S, Cariola M, Fava V, Di Pasqua S, Cianci A. Improvement of Low Sexual 

Desire Due to Antiandrogenic Combined Oral Contraceptives after Switching to an Oral 

Contraceptive Containing 17β-Estradiol. J. Women’s Heal. 2017;26(7):728–734. 

36.  Davis SR, Bitzer J, Giraldi A, Palacios S, Parke S, Serrani M, Mellinger U, Nappi RE. Change to 

Either a Nonandrogenic or Androgenic Progestin-Containing Oral Contraceptive Preparation is 

Associated with Improved Sexual Function in Women with Oral Contraceptive-Associated 

Sexual Dysfunction. J. Sex. Med. 2013;10(12):3069–3079. 

37.  Both S, Lew-Starowicz M, Luria M, Sartorius G, Maseroli E, Tripodi F, Lowenstein L, Nappi 

RE, Corona G, Reisman Y, Vignozzi L. Hormonal Contraception and Female Sexuality: Position 

Statements from the European Society of Sexual Medicine (ESSM). J. Sex. Med. 

D
ow

nloaded from
 https://academ

ic.oup.com
/jcem

/advance-article/doi/10.1210/clinem
/dgac150/6547906 by guest on 14 M

arch 2022



Acc
ep

ted
 M

an
us

cri
pt

 

 24 

2019;16(11):1681–1695. 

38.  Klipping C, Duijkers I, Remmers A, Faustmann T, Zurth C, Klein S, Schuett B. Ovulation-

inhibiting effects of dienogest in a randomized, dose-controlled pharmacodynamic trial of 

healthy women. J. Clin. Pharmacol. 2012;52(11):1704–1713. 

39.  Foster RH, Wilde MI. Dienogest. Drugs 1998;56(5):825–833. 

40.  Duijkers IJM, Heger-Mahn D, Drouin D, Skouby S. A randomised study comparing the effect 

on ovarian activity of a progestogen-only pill (POP) containing desogestrel and a new POP 

containing drospirenone in a 24/4 regimen. Eur. J. Contracept. Reprod. Heal. Care 

2015;20(6):419–427. 

41.  Odlind V, Milsom I, Persson I, Victor A. Can changes in sex hormone binding globulin predict 

the risk of venous thromboembolism with combined oral contraceptive pills? Acta Obstet. 

Gynecol. Scand. 2002;81(6):482–90. 

42.  Bentzen JG, Forman JL, Pinborg A, Lidegaard O, Larsen EC, Friis-Hansen L, Johannsen TH, 

Nyboe Andersen A. Ovarian reserve parameters: A comparison between users and non-users 

of hormonal contraception. Reprod. Biomed. Online 2012;25(6):612–619. 

43.  Landersoe SK, Forman JL, Birch Petersen K, Larsen EC, Nøhr B, Hvidman HW, Nielsen HS, 

Nyboe Andersen A. Ovarian reserve markers in women using various hormonal 

contraceptives. Eur. J. Contracept. Reprod. Heal. Care 2020;25(1):65–71. 

44.  Bernardi LA, Weiss MS, Waldo A, Harmon Q, Carnethon MR, Baird DD, Wise LA, Marsh EE. 

Duration, recency, and type of hormonal contraceptive use and antimüllerian hormone 

levels. Fertil. Steril. 2021;116(1):208–217. 

45.  Birch Petersen K, Hvidman HW, Forman JL, Pinborg A, Larsen EC, Macklon KT, Sylvest R, 

Andersen AN. Ovarian reserve assessment in users of oral contraception seeking fertility 

D
ow

nloaded from
 https://academ

ic.oup.com
/jcem

/advance-article/doi/10.1210/clinem
/dgac150/6547906 by guest on 14 M

arch 2022



Acc
ep

ted
 M

an
us

cri
pt

 

 25 

advice on their reproductive lifespan. Hum. Reprod. 2015;30(10):2364–2375. 

46.  Hariton E, Shirazi TN, Douglas NC, Hershlag A, Briggs SF. Anti-Müllerian hormone levels 

among contraceptive users: evidence from a cross-sectional cohort of 27,125 individuals. Am. 

J. Obstet. Gynecol. 2021;225(5):515.e1-515.e10. 

47.  Muzii L, Galati G, Di Tucci C, Di Feliciantonio M, Perniola G, Di Donato V, Benedetti Panici P, 

Vignali M. Medical treatment of ovarian endometriomas: a prospective evaluation of the 

effect of dienogest on ovarian reserve, cyst diameter, and associated pain. Gynecol. 

Endocrinol. 2020;36(1):81–83. 

48.  Dewailly D, Andersen CY, Balen A, Broekmans F, Dilaver N, Fanchin R, Griesinger G, Kelsey 

TW, La marca A, Lambalk C, Mason H, Nelson SM, Visser JA, Wallace WH, Anderson RA. The 

physiology and clinical utility of anti-Müllerian hormone in women. Hum. Reprod. Update 

2014;20(3):370–385. 

49.  Wiegratz I, Kutschera E, Lee JH, Moore C, Mellinger U, Winkler UH, Kuhl H. Effect of four 

different oral contraceptives on various sex hormones and serum-binding globulins. 

Contraception 2003;67(1):25–32. 

50.  Cullberg G. Pharmacodynamic Studies on Desogestrel Administered Alone and in 

Combination with Ethinylestradiol. Acta Obstet. Gynecol. Scand. 1985;64(133 S):1–30. 

51.  Raps M, Helmerhorst F, Fleischer K, Thomassen S, Rosendaal F, Rosing J, Ballieux B, Van 

Vliet H. Sex hormone-binding globulin as a marker for the thrombotic risk of hormonal 

contraceptives. J. Thromb. Haemost. 2012;10(6):992–997. 

52.  Tchaikovski S, Rosing J. Mechanisms of Estrogen-Induced Venous Thromboembolism. 

Thromb. Res. 2010;126(1):5–11. 

53.  Kemmeren JM, Algra A, Meijers JCM, Tans G, Bouma BN, Curvers J, Rosing J, Grobbee DE. 

D
ow

nloaded from
 https://academ

ic.oup.com
/jcem

/advance-article/doi/10.1210/clinem
/dgac150/6547906 by guest on 14 M

arch 2022



Acc
ep

ted
 M

an
us

cri
pt

 

 26 

Effect of second- and third-generation oral contraceptives on the protein C system in the 

absence or presence of the factor VLeiden mutation: A randomized trial. Blood 

2004;103(3):927–933. 

54.  Van Rooijen M, Silveira A, Hamsten A, Bremme K. Sex hormone-binding globulin - A 

surrogate marker for the prothrombotic effects of combined oral contraceptives. Am. J. 

Obstet. Gynecol. 2004;190(2):332–337. 

55.  Tans G, Van Hylckama Vlieg A, Thomassen C, Curvers J, Bertina R, Rosing J, Rosendaal F. 

Activated protein C resistance determined with a thrombin generation-based test predicts for 

venous thrombosis in men and women. Br. J. Haematol. 2003;122(3):465–470. 

56.  van Vliet H, Frolich M, Christella M, Thomassen L, Doggen CJ, Rosendaal F, Rosing J, 

Helmerhorst F. Association between sex hormone-binding globulin levels and activated 

protein C resistance in explaining the risk of thrombosis in users of oral contraceptives 

containing different progestogens. Hum. Reprod. 2005;20(2):563–568. 

57.  Zeun S, Lu M, Uddin A, Zeiler B, Morrison D, Blode H. Pharmacokinetics of an oral 

contraceptive containing oestradiol valerate and dienogest. Eur. J. Contracept. Reprod. Heal. 

Care 2009;14(3):221–232. 

58.  Raps M, Rosendaal F, Ballieux B, Rosing J, Thomassen S, Helmerhorst F, van Vliet H. 

Resistance to APC and SHBG levels during use of a four-phasic oral contraceptive containing 

dienogest and estradiol valerate: A randomized controlled trial. J. Thromb. Haemost. 

2013;11(5):855–861. 

59.  Klipping C, Duijkers I, Parke S, Mellinger U, Serrani M, Junge W. Hemostatic effects of a 

novel estradiol-based oral contraceptive: An open-label, randomized, crossover study of 

estradiol valerate/dienogest versus ethinylestradiol/levonorgestrel. Drugs R D 

2011;11(2):159–170. 

D
ow

nloaded from
 https://academ

ic.oup.com
/jcem

/advance-article/doi/10.1210/clinem
/dgac150/6547906 by guest on 14 M

arch 2022



Acc
ep

ted
 M

an
us

cri
pt

 

 27 

60.  Junge W, Mellinger U, Parke S, Serranf M. Metabolic and Haemostatic Effects of Estradiol 

Valerate/Dienogest, a Novel Oral Contraceptive A Randomized, Open-Label, Single-Centre 

Study. Clin. Drug Investig. 2011;31(8):573–584. 

61.  Douxfils J, Klipping C, Duijkers I, Kinet V, Mawet M, Maillard C, Jost M, Rosing J, Foidart JM. 

Evaluation of the effect of a new oral contraceptive containing estetrol and drospirenone on 

hemostasis parameters. Contraception 2020;102(6):396–402. 

62.  de Bastos M, Stegeman B, Rosendaal F, Van Hylckama Vlieg A, Helmerhorst F, Stijnen T, 

Dekkers O. Combined oral contraceptives: Venous thrombosis. Cochrane Database Syst. Rev. 

2014;2014(3). 

63.  Dinger J, Do Minh T, Heinemann K. Impact of estrogen type on cardiovascular safety of 

combined oral contraceptives. Contraception 2016;94(4):328–339. 

64.  Reed S, Koro C, DiBello J, Becker K, Bauerfeind A, Franke C, Heinemann K. Prospective 

controlled cohort study on the safety of a monophasic oral contraceptive containing 

nomegestrol acetate (2.5mg) and 17β-oestradiol (1.5mg) (PRO-E2 study): risk of venous and 

arterial thromboembolism. Eur. J. Contracept. Reprod. Heal. Care 2021;26(6):439–446. 

65.  Dinger JJ. COCs containing dienogest and 30 µg ethinylestradiol may carry a higher VTE risk 

compared to corresponding preparations with levonorgestrel: A meta-analysis of four large 

cohort studies. Front. Women’s Heal. 2020;5(1):1–6. 

66.  Reed S, Koro C, DiBello J, Becker K, Bauerfeind A, Franke C, Heinemann K. Unintended 

pregnancy in users of nomegestrol acetate and 17β-oestradiol (NOMAC-E2) compared with 

levonorgestrel-containing combined oral contraceptives: final results from the PRO-E2 study. 

Eur. J. Contracept. Reprod. Heal. Care 2021;26(6):447–453. 

67.  Piltonen T, Puurunen J, Hedberg P, Ruokonen A, Mutt SJ, Herzig KH, Nissinen A, Morin-

D
ow

nloaded from
 https://academ

ic.oup.com
/jcem

/advance-article/doi/10.1210/clinem
/dgac150/6547906 by guest on 14 M

arch 2022



Acc
ep

ted
 M

an
us

cri
pt

 

 28 

Papunen L, Tapanainen JS. Oral, transdermal and vaginal combined contraceptives induce an 

increase in markers of chronic inflammation and impair insulin sensitivity in young healthy 

normal-weight women: A randomized study. Hum. Reprod. 2012;27(10):3046–3056. 

68.  Westhoff CL, Pike MC, Cremers S, Eisenberger A, Thomassen S, Rosing J. Endogenous 

thrombin potential changes during the first cycle of oral contraceptive use. Contraception 

2017;95(5):456–463. 

 

  

D
ow

nloaded from
 https://academ

ic.oup.com
/jcem

/advance-article/doi/10.1210/clinem
/dgac150/6547906 by guest on 14 M

arch 2022



Acc
ep

ted
 M

an
us

cri
pt

 

 29 

FIGURE LEGENDS  

Figure 1. Flowchart  

Flowchart of our nine-week, randomized trial comparing endocrine effects of continuous treatment 

with estradiol valerate+dienogest (EV+DNG), ethinylestradiol+dienogest (EE+DNG) and dienogest 

alone (DNG)  

 

Figure 2. Hormonal parameters at baseline and after five and nine weeks of continuous treatment  

Hormone serum concentrations (mean or median [95%CI]) in the three treatment groups, EV+DNG, 

EE+DNG and DNG alone at baseline before treatment (black bars), and at five (dark gray bars) and 

nine weeks (light gray bars) of treatment. Panel A) Follicle stimulating hormone (FSH) (mean [SD], B) 

Luteinizing hormone (LH) (median [95%CI]) C) Anti-Müllerian hormone (AMH) (median [95%CI]), D) 

Sex hormone binding globulin (SHBG) (mean [95%CI]), E) total testosterone (T), (median [96%C]), F) 

Free Androgen Index (FAI)(median [95%CI]), G) Estradiol (E2) (median [95%CI]), H) Androstenedione 

(A4) (median[95%CI]) 

*Change from baseline P < 0.05 

**Change from baseline P < 0.001  

*** Change from baseline P = 0.05 

**** the change from five to nine weeks was significant P=0.02 

a Within this group, one subject had a significantly higher LH value (14.8 IU/L) than the other subjects 

(<7.2 IU/L). Omitting this subject from the analyzes yielded a non-significant result, the change from 

baseline P=0.09, but it did not affect the comparisons between the groups. 

Baseline values were comparable across the groups for all variables (P > 0.05)   
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TABLES 

TABLE 1. Clinical characteristics  

Clinical characteristics of the women participating in this nine-week randomized clinical trial (mean 

[SD]) analyzed using ANOVA  

 

  

 EV+DNG EE+DNG DNG P-value 

n  20 19 17  

Age (years) 24.1 (3.6) 25.8 (3.8) 24.0 (3.9) 0.24 

Weight (kg) 61.4 (5.8) 63.3 (4.5) 58.0 (7.1) 0.03 

Body mass index 
(kg/m2) 

22.4 (1.6) 23.1 (1.9) 21.9 (1.9) 0.13 
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TABLE 2.  Change from baseline to nine weeks and comparisons between the treatment groups 

VARIABLE BASELINE 5 WEEKS 9 WEEKS 
EV+DNG 

vs. 
EE+DNG 

EV+DNG 
vs. 

DNG 

EE+DNG 
vs. 

DNG 

 mean/median (SD/IQR) P-value 

FSH IU/L       

EV+DNG 5.2  

(3.8–7.2)  
3.2  

(2.0–5.2) * 

0.04 0.29 <0.001 
EE+DNG 5.5  

(4.6–6.8)  
1.6  

(0.9–2.8) ** 
DNG 5.0  

(3.8–6.5)  
4.6  

(2.4–6.2) 

LH IU/L       

EV+DNG 5.2  

(3.6–6.4)  
2.0  

(0.8–4.4) ** 

0.58 0.002 <0.001 
EE+DNG 4.3  

(3.1–5.6)  
0.7  

(0.1–1.6) ** 
DNG 3.7  

(2.9–5.3)  
5.7 

(3.4–6.7) * a  

E2 pmol/L       

EV+DNG 95.6  

(59.9–143.1) 
198.9  

(128.5–241.3) 
197.3  

(148–287.3) * 

<0.001 0.18 <0.001 
EE+DNG 82.6  

(63.8–123.9] 
9.4  

(5.2–13.5) 
8.2  

(5.0–11.3) ** 
DNG 87.7  

(68.5–135.7) 
100.9 

(59.4–174.4) 
131.4  

(79.0–544.5) **** 

E1 pmol/L       

EV+DNG 129.5  

(59.4) 
1155  

(705.0) ** 
1580 

(774.0) ** 

<0.001 0.88 <0.001 
EE+DNG 118.3  

(61.0) 
85.31  

(39.3) 
85.99  

(31.9) 
DNG 118.0  

(42.8) 
121.3  

(54.7) 
183.2  

(89.7) 

E1-S nmol/L       

EV+DNG 1.6  

(0.8–2.3) 
35.3  

(11.9–40.0) ** 
40.0  

(23.4–40.0) ** 
<0.001 <0.001 <0.001 

EE+DNG 1.4  

(0.9–2.9) 
0.4  

(0.2–1.0) ** 
0.4  

(0.2–0.8) ** 
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DNG 1.8  

(1.3–2.7) 
1.7  

(1.0–3.7) 
2.4  

(1.5–5.7) 

P4 nmol/L 

   

   

EV+DNG 0.46  

(0.31–0.71) 

0.21 

0.21–0.34) ** 

0.22  

(0.21–0.26) ** 

>0.99 >0.99 >0.99 
EE+DNG 0.41  

(0.35–0.52) 

0.22  

(0.21–0.27) * 

0.21  

(0.21–0.25) ** 

DNG 0.42  

(0.38–0.95) 

0.21  

(0.21–0.31) * 

0.27 

(0.21–0.53) * 

Total T 

nmol/L    

   

EV+DNG 1.1  

(0.9–1.4) 
1.09  

(0.86–1.44) 
1.0  

(0.8–1.3) * 

0.72 0.41 0.12 
EE+DNG 0.93  

(0.78–1.2) 
1.25  

(0.96–1.58) *** 
1.3  

(1.0–1.6) 
DNG 0.93  

(0.83–1.2) 
0.87  

(0.74–1.15) 
0.97  

(0.7–1.6) 

A4 nmol/L       

EV+DNG 6.2  

(2.3) 
5.0  

(2.0) 

4.7  

(1.9) * 

0.31 0.76 0.75 
EE+DNG 5.2 

(2.3) 
4.4  

(1.0) 
4.1  

(1.2) * 
DNG 5.3  

(2.3) 
4.6  

(1.6) 
5.1  

(2.0) 

AMH ng/mL       

EV+DNG 3.55  

(2.90–6.86)  
3.30  

(2.76–5.05) *  

0.38 0.36 0.03 
EE+DNG 3.23  

(2.27–4.74)  
2.86  

(1.58–4.30) * 
DNG 2.81  

(2.12–3.85)  
2.67  

(2.06–4.03)  

SHBG nmol/L       

EV+DNG 79.5  

(32.7) 
112.3 

(43.7) 
117.7  

(46.2) * 

<0.001 0.29 <0.001 
EE+DNG 69.2  

(22.0) 
285.9 

(67.8) 
306.1  

(60.9) ** 
DNG 84.6  

(30.7) 
84.6  

(56.8) 
78.4  

(53.6) 

FAI       

EV+DNG 1.6  1.1  0.8  <0.001 0.54 <0.001 
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(1.2-1.9) (0.7–1.4) (0.6-1.2) ** 
EE+DNG 1.6  

(1.0–1.8) 
0.4  

(0.3–0.6) 
0.4  

(0.3–0.5) ** 
DNG 1.1  

(1.0–1.6) 
1.2  

(0.9–1.7) 
1.3  

(1.0–2.1) 

* treatment effect, the change from baseline P < 0.05, ** P < 0.001, ***P=0.05, **** the change 

between five- and nine weeks, P=0.02 

a Within this group, one subject had a significantly higher LH value (14.8 IU/L) than the other subjects 

(<7.2 IU/L). Omitting this subject from the analyzes yielded a non-significant result, the change from 

baseline P=0.09, but it did not affect the comparisons between the groups. 

A4, androstenedione; AMH, anti-Müllerian hormone; E1, estrone; E1-S, estrone sulfate; E2, 

estradiol; DNG, dienogest; EE, ethinylestradiol; EV, estradiol valerate; FAI, free androgen index; P4, 

progesterone 
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Figure 1 Flow chart  
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Figure 2 Hormonal parameters at baseline and after five and nine weeks of continuous treatment 
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