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A post-menopausal female presented with thinning scalp hair. 
She is greatly distressed and tearful, stating that this is a source 
of great anxiety for her. She has seen some elderly women who 
are balding or wear wigs and is concerned that this will be her 
fate. It negatively affects her appearance and self-confidence, 
making her feel insecure, old and unattractive. While male pat-
tern hair loss (MPHL) occurs in 50-80% of all men, the nega-
tive psychological and social impact on women is considerably 
greater, causing double the reported measures of social anxiety, 
anxiety and depression.1,2 Scarring alopecia is a less common 
form of hair loss overall and has a far worse prognosis and is 
associated with even worse psychosocial outcomes in women.3 

Not only is body image and confidence adversely affected, but 
presumably female pattern hair loss (FPHL) results in increased 
monetary costs as well.  
 
The patient had no significant medical history and took only 
over the counter antihistamines as needed. She had recently 
been diagnosed by her gynecologist as being “early meno-
pausal”. Her last menses was a year ago and except for occa-
sional hot flashes had no other complaints. Minimal hair loss 
may have been notable years earlier, but the quantity of the loss 
is increasing. There is copious hair in her brush, on her pillow 
in the morning, and in her shower. In response, she stopped 
blow drying her hair and reduced hair washing to once a month. 
She has tried and failed multiple hair products both over the 
counter and through her stylist, including topical minoxidil 
which she still uses. She has been on high dose biotin for at least 
6 months and thinks it might have helped “a little”. She does 
not use hair dyes, curlers or permanent waves and she rarely 
uses traction methods of hair styling. Traction alopecia has been 
associated with chronic, repetitive styling such as braids, corn-
rows, tight buns and ponytails and with using hair extensions 
and weaves. This disproportionately affects one-third of Afri-
can American women.  
 
The role of genetics and androgen has been identified in MPHL 
but is less clear in FPHL.4 In FPHL, other factors or triggers 
may be involved, such as partum status, weight changes, nutria-
tional status, stress, and medications. Her parents have some 
thinning of their scalp hair but no balding. Her mother had 
breast cancer and she attributed her mother’s hair thinning to 
chemotherapy. She has no siblings and two teenage children. 
She denied any changes in health or weight in the last 6 months, 
though she has gained 10 pounds above her ideal weight over 
the past year and a half. Her last physical exam was a year ago 
with normal labs. She has no unusual stressors and has not 
significantly changed her diet or exercise. She has developed 

some acne on her chin, along with slightly thicker facial hairs, 
which are new. Adult onset acne along with male pattern hair 
changes strongly suggests the role of androgens in this case. 
 
On examination, her scalp demonstrates normal skin with 
thinning hair at the apex, thicker hair in the back. The scalp was 
easily visible through her hair. The hair strands did not break 
easily when pulled. The absence of thin atrophied skin, com-
pletely free of hair or pores, excluded a scarring alopecia.  She 
had visible mixed open and inflammatory comedones on her 
chin, as well as some fading acne scars.  
 
Labs were performed to rule out alternate and reversible causes 
of hair loss. Because of her androgenic symptoms, total testos-
terone and free testosterone returned normal. To gauge nutria-
tional status, iron, TIBC, ferritin, a comprehensive metabolic 
panel, Vitamin D and B12 levels were also sent. If she had had 
an underlying absorptive or suspected eating disorder, addi-
tional labs such as vitamin C, zinc, Vitamin B6, and a lipid 
panel could be included. Common endocrine problems prompt-
ed TSH and prolactin levels which also returned normal. If she 
had demonstrated an increased risk for autoimmune conditions, 
then an ANA and RA, as well as inflammatory factors could 
have been added. 
 
Androgenic alopecia is a non-scarring alopecia that results in 
thinning diameter of the hair follicle as well as more rapid 
turnover. Male pattern and female pattern hair loss both 
manifest as progressive scalp hair loss associated with senes-
cence but only male pattern hair loss is consistently associated 
with androgens. While FPHL is commonly seen in hyper-
androgen states in women, the opposite is not true. Elevated 
androgen blood levels do not correlate with most cases of 
FPHL, though there may be increased androgen levels iden-
tified at the hair root.5 FDA approved products to prevent and 
treat hair loss in men include over the counter topical (minox-
idil) and prescription oral (finasteride) medication. Only min-
oxidil topical solutions are currently approved for women, but 
studies have shown the effectiveness of finasteride (2.5-5 mg 
daily) and spironolactone (100-200mg daily) in improving or 
maintaining hair thickness in women—even when measured 
serum androgens are normal. Interestingly, low dose finasteride 
1 mg was not effective in women after 1 year of use.6,7  
 
Had this patient been pre-menopausal with irregular menses, an 
additional diagnosis of polycystic ovarian syndrome could be 
entertained, and oral contraceptives, particularly those contain-
ing drospirenone (a spironolactone analog), could be consid-



 

ered. Finasteride might also be used but in conjunction with 
appropriate contraception. Finasteride is Category X for preg-
nancy, and women who might be pregnant are encouraged not 
to touch or handle this medication. The development of a 
topical finasteride may better target the follicles at risk in the 
future without systemic complications,8 currently oral finas-
teride is an easily available generic drug—although for FPHL 
would be an off-label use. This patient had no need for contra-
ception and was not a risk for pregnancy, so this was a viable 
option for her. Even estrogen has been associated with hair 
preservation, but because this patient had a family history of 
breast cancer, she had refused hormone replacement.  
 
Because she also complained about her acne and facial hair, for 
which spironolactone is approved, and was eager to treat her 
FPHL, for which it is not approved. She started spironolactone 
25 mg daily with plans to gradually increase up to 100 mg over 
the next 3 months. If she had been pre-menopausal, spirono-
lactone could still have been used as an option though with 
greater caution. Spironolactone is Category D and patients are 
encouraged to stop if pregnancy is suspected or to use with an 
oral contraceptive. She was instructed to return for lab moni-
toring in 1 month. Side effects including lightheadedness, uri-
nary frequency, nausea, and bowel changes were discussed. The 
patient was also counseled on the natural growth history of hair 
and that it would take at least 3-6 months to see any appreciable 
change in hair quality. She was also counseled that she could 
resume routine hair washing and dyes, but to continue to avoid 
traction trauma. 
 
The patient was encouraged to take vitamins as well, as studies 
have indicated the role of anti-inflammatory supplements like 
omega-3 and omega-6 fatty acids and anti-oxidants like vitamin 
C, E and lycopenes in reducing hair loss and increasing hair 
diameter.9 She was advised to stop the biotin. Evidence support-
ing the use of biotin is scant, except in the case of brittle nails. 
In high-risk individuals, including those with: inflammatory 
bowel disease; extended use of retinoids or anti-epileptics, or 
malnutrition, biotin may benefit hair growth. Biotin deficiency 
is associated with additional symptoms including a seborrheic-
like dermatitis or extreme hair loss like telogen effluvium. Only 
38% of FPHL is associated with an actual biotin deficiency and 
biotin, in low risk patients, did no better than placebo.10 
 
The patient returned for follow-up four months later, with 
recent normal chemistries. She was on spironolactone 50 mg, 
minoxidil foam daily, and fish oil supplements. She reported 
that her hair loss had slowed dramatically and that she had de-
veloped new hair along the apex of her scalp. Furthermore, she 
was happy to report that her adult-onset acne was greatly im-
proved. 
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