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Systemic Menopause Hormone Therapy (MHT) Equivalency Table

General Guidance and Intended Use: This equivalency table is intended as a general clinical guide to assist healthcare providers in initiating or switching between various
estrogen and progestogen formulations commonly used in menopause management. It is not intended to replace individualized clinical judgment or account for all

patient-specific factors.

Basis of Equivalency The dose equivalencies provided are approximate and based on expert consensus from members of the Canadian Menopause Society (CMS),
drawing on international guidelines including the British Menopause Society (BMS) and International Menopause Society (IMS). Where evidence is limited or conflicting,
ranges are presented to reflect variability in clinical practice and interpretation of available data. Dose comparisons are rough equivalencies, as absorption varies both

between products anbetween individuals.

Trade Name (Active Ingredient) Ultra Low Low Standard Dose Moderate-High High
(POl/Early
Menopause)
ORAL Estrogen
Estrace (estradiol), tablet - 0.5mg 1mg 2mg 3-4 mg
Premarin (conjugated estrogen), - 0.3 mg 0.625 mg - 1.25mg
tablet
TRANSDERMAL Estrogen
Estrogel (0.06% estradiol), gel 1 pump 1-2 pumps 2 - 3 pumps 4 pumps
1 pump =0.75 mg
Divigel (0.1% estradiol), gel 0.25 mg sachet 0.5 mg sachet 1.0 mg sachet 1.0 mg + 0.5 mg 1.0 mg sachet x 2
sachet
Estradot (estradiol), patch - 25-37.5mcg 50 mcg 75 mcg 100 mcg
Change twice a week
Climara (estradiol), patch - 25 mcg 50 mcg 75 mcg 100 mcg

Change once a week

COMBINATION THERAPIES (Estrogen with the Recommended Dose of Progestogen for Endometrial Protection)

Bijuva (1 mg estradiol with
100 mg micronized progesterone),
capsule

1 capsule

Activelle LD (0.5 mg estradiol with
0.1 mg norethindrone), tablet

1 tablet

Activelle (1 mg estradiol with
0.5 mg norethindrone), tablet

1 tablet

Angeliq (1 mg estradiol with
1 mg drospirenone), tablet

1 tablet

Estalis (50 mcg estradiol/ 250 mcg
norethindrone), patch
Change twice a week

1 patch

Estalis (50 mcg estradiol /140 mcg
norethindrone), patch
Change twice a week

1 patch

SOCIETE CANADIENNE DE MENOPAU

Z:iCANADIAN MENOPAUSE SOCIETY

SE




Progestogen Doses Recommended for Endometrial Protection

Prometrium (Micronized 100 mg 100 mg 100 mg - 200 mg 200 mg > 200 mg
Progesterone), capsule B
Continuous (daily)

Prometrium (Micronized 200 mg 200 mg 200 mg 2200 mg =200 mg
Progesterone), capsule x 12-14 days x 12-14 days x 12-14 days x 12-14 days x 12-14 days
Cyclical (sequential) each month each month each month each month each month
Provera (Medroxy Progesterone 2.5mg 2.5mg 25-5mg 5mg 5 mg
Acetate), tablet Continuous (daily)

Provera (Medroxy Progesterone 5mg 5mg 10 mg 10 mg 10 mg
Acetate), tablet x 10-12 days x 10-12 days x 10-12 days x 10-12 days x 10-12 days
Cyclical (sequential) each month each month each month each month each month
Norlutate (norethindrone acetate), 5mg

tablet

Mirena IUS Yes Yes Yes Yes Yes
(levonogestrel 52 mg/IUS,

up to 5 years)

MHT Products Which Do Not Require A Progestogen (Estrogenic effects but formulation also protects endometrial lining)

Duavive (0.45 mg conjugated 1 tablet

estrogen with 20 mg bazedoxifene),

tablet

Tibella (2.5 mg tibolone), tablet 1 tablet

Eootnotes & Guidance Notes

*Serum Estradiol Levels These equivalencies are not based on serum estradiol or pharmacokinetic data. No robust head-to-head studies of serum levels across all
formulations exist. Clinical response may not correlate with measured blood levels, and routine monitoring of serum estradiol is not recommended for dose adjustment, except
in select cases of suspected non-response.

* Individual Variation Individual response to estrogen and progesterone therapy can vary significantly due to absorption, metabolism, comorbidities, and concomitant
medications. Doses should be adjusted based on clinical response, patient preference, and tolerability.

* Product-Specific Considerations Not all products and doses are interchangeable. Ultra-low dose formulations (e.g., Divigel 0.25 mg) are not equivalent to standard doses
and should be used cautiously when switching.

* Progestogen Dosing for Endometrial Protection The recommended doses of micronized progesterone (Prometrium) and medroxyprogesterone acetate (Provera) for
endometrial protection are based on consensus and international guidelines.

. Use of 200 mg daily as a continuous preparation or 300 mg as a sequential preparation may be required when using high-dose estrogen or if unscheduled
bleeding occurs even at ultra-low to moderate doses.

. Higher doses of estradiol (e.g., in POI or after surgical menopause) often require proportionally higher doses of progestogen to protect the
endometrium.

. Cyclic regimens are appropriate when MHT is initiated in perimenopause, with progestogen starting on day 12—14 after LMP or last bleed to mimic the luteal

phase.
° Higher-Dose Indications Higher doses of estradiol are often indicated in women with premature ovarian insufficiency (POI) or after surgical menopause,

when the goal is not only symptom control but also bone, brain and cardiovascular health.

* GSM Considerations At ultra-low to standard systemic doses, genitourinary syndrome of menopause (GSM) may persist. Local therapy may be added to target GSM
without altering the systemic progestogen requirement. Refer to the 2025 CMS Medication Tables for GSM for details.

* Expert Opinion & Evolving Evidence Some recommendations in this table are based on expert opinion and clinical experience, as well as published guidelines. Evidence
continues to evolve, and providers are encouraged to stay current with updated literature and guidelines.

* Monitoring & Follow-Up Ongoing clinical monitoring is essential. Adjust therapy based on symptom control, side effects, and patient goals. Consider endometrial
surveillance (e.g., ultrasound, biopsy) if persistent or unexplained bleeding occurs, particularly in women on higher-dose estrogen or at risk for endometrial pathology.
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