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ABSTRAK

EFEKTIVITAS KOMBINASI TOPIKAL FINASTERID DAN
MINOXIDIL DALAM TATALAKSANA ALOPESIA
ANDROGENETIK PRIA
(Tinjauan Sistematik dan Meta-analisis: Kajian Kepadatan

Rambut)
Muhammad Zuldan Karami, Puguh Riyanto, Diah adriani Malik

Bagian/KSM Dermatologi dan Venereologi, Fakultas Kedokteran Universitas
Diponegoro/RSUP Dr. Kariadi Semarang

Latar Belakang. Androgenetik alopesia (AAG) adalah masalah rambut rontok
yang paling umum pada pria, ditandai dengan miniaturisasi folikel rambut karena
androgen sistemik dan faktor genetik. Perawatan AAG bertujuan untuk mencegah
miniaturisasi folikel Modalitas pengobatan untuk AAG termasuk transplantasi
rambut, platelet-rich plasma (PRP), microneedling, dan sel induk. Setiap modalitas
pengobatan memiliki manfaat dan risikonya. Kombinasi finasteride topikal dan
minoxidil topikal telah terbukti meningkatkan hasil dalam beberapa penelitian.
Tujuan. Penelitian ini bertujuan untuk mengevaluasi kemanjuran finasterida
topikal dibandingkan dengan minoxidil topikal dalam meningkatkan kepadatan
rambut di antara pasien AAG pria.

Metode. Pencarian literatur sistematis dilakukan dengan menggunakan MEDLINE,
Embase, AMED, Cochrane Library, Clinicaltrials.gov, Web of Knowledge, Web of
Science, dan WHO ICTRP dengan istilah pencarian "topical finasteride and
minoxidil" 'AND' "male androgenetic alopecia" 'AND' "male pattern hair loss".
Pencarian literatur dilakukan sesuai dengan jalur PRISMA 2009. Tiga RCT
dimasukkan dalam sintesis kualitatif dan dimasukkan dalam meta-analisis.

Hasil. SMD keseluruhan dalam kepadatan rambut adalah 0,751+0,215 (95% CI:
0,331 — 1,162, p<0.001) yang mendukung finasteride topikal dan pengobatan
kombinasi minoxidil topikal, menunjukkan bahwa finasteride topikal dan
kombinasi minoxidil topikal memiliki efektivitas yang jauh lebih besar daripada
perawatan kontrol dalam meningkatkan kepadatan rambut di antara pasien pria
dengan AAG.

Simpulan. Kombinasi finasteride topikal dan minoxidil topikal efektif dalam
meningkatkan kepadatan rambut dibandingkan dengan pengobatan minoxidil
topikal saja.

Kata kunci: finasteride topikal, minoxidil topikal, alopecia androgenetik pria,
kepadatan rambut



ABSTRACT

Effectivity of Topical Finasteride and Topical Minoxidil
Combination Treatment for The Treatment of Male Androgenetic
Alopecia — A Systematic Review and Meta-Analysis of Changes in

Hair Density
Muhammad Zuldan Karami, Puguh Riyanto, Diah adriani Malik

Department of Dermatovenereology, Faculty of Medicine, Diponegoro University,
Semarang, Indonesia

Introduction. Androgenetic alopecia (AAG) is the most common hair loss problem
in men, characterized by miniaturization of hair follicles due to systemic androgen
and genetic factors. AAG treatment aims to prevent follicle miniaturization
Treatment modalities for AAG include hair transplantation, platelet-rich plasma
(PRP), microneedling, and stem cells. Each of the treatment modalities had its
benefits and risk. A combination of topical finasteride and topical minoxidil has
been shown to improve outcomes in several studies.

Objective. This study aimed to evaluate the efficacy of topical finasteride
compared with topical minoxidil in improving hair density among male AAG
patient.

Method. A systematic literature search was performed using MEDLINE, Embase,
AMED, Cochrane Library, Clinicaltrials.gov, Web of Knowledge, Web of Science,
and WHO ICTRP with the search terms "topical finasteride and minoxidil" 'AND'
"male androgenetic alopecia" 'AND' "male pattern hair loss". The literature search
was done according to PRISMA 2009 pathway. Three RCTs were included in the
qualitative synthesis and were included in the meta-analysis.

Results. The overall SMD in hair density was 0,751+0,215 (95% CI: 0,331 — 1,162,
p<0.001) in favor of topical finasteride and topical minoxidil combination
treatment, indicating that topical finasteride and topical minoxidil combination has
significantly greater effectivity over control treatments in improving hair density
among male patients with AAG.

Conclusion. Topical finasteride and topical minoxidil combination are effective in
improving hair density compared to topical minoxidil-only treatment.

Keywords: topical finasteride, topical minoxidil, male androgenetic alopecia, hair
density
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RINGKASAN

Alopesia androgenetik (AAG) adalah masalah rambut rontok yang paling
umum pada pria, ditandai dengan miniaturisasi folikel rambut karena androgen
sistemik dan faktor genetik. Insiden dan prevalensi AAG tergantung pada usia dan
ras. Data prevalensi yang tersedia menunjukkan bahwa 30% pria kulit putih akan
mengalami AAG pada usia 30, 50% pada usia 50, dan 80% pada usia 70. Cina,
Jepang, dan Afrika Amerika kurang terpengaruh dibandingkan Kaukasia. Alopesia
androgenetik (AAG) terutama genetik karena gen reseptor androgen terletak pada
kromosom X dan dipengaruhi oleh faktor lingkungan. Kondisi ini menghasilkan
miniaturisasi progresif folikel rambut karena perubahan durasi fase anagen menjadi
lebih pendek dan fase telogen lebih lama, mengakibatkan perubahan rambut
terminal yang biasanya panjang, tebal, dan berpigmen menjadi kecil, tipis, dan
kurang berpigmen.

Efektivitas, kepraktisan, risiko, dan biaya harus dipertimbangkan ketika
memilih pilihan terapi AAG. Pengobatan AAG bertujuan untuk mencegah
miniaturisasi folikel. Saat ini disetujui oleh Food and Drug Administration (FDA)
untuk pengobatan AAG adalah minoxidil dan finasteride yang dapat digunakan
sendiri atau dalam kombinasi. Modalitas pengobatan untuk AAG termasuk
transplantasi rambut, platelet-rich plasma (PRP), microneedling, dan sel induk.

Minoxidil adalah agen topikal yang disetujui FDA untuk alopesia pola pria
dan wanita, yang bertindak sebagai pembuka saluran kalium. Mekanisme ini

meningkatkan  vaskularisasi  folikel, memperpanjang fase anagen dan
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memperpendek fase telogen, meningkatkan VEGF dalam papila dermal dan
menyebabkan angiogenesis, vasodilatasi, dan juga mengubah sebagian kecil folikel
rambut menjadi rambut terminal. Efek samping minoxidil adalah dermatitis kontak,
sakit kepala, hipertrikosis, dan edema kaki.

Finasteride adalah inhibitor kompetitif tipe 2, reduktase 5-a yang
menghambat konversi testosteron menjadi dihidrotestosteron (DHT), sehingga
menghambat miniaturisasi folikel rambut dan mempromosikan fase anagen
pertumbuhan rambut. Namun, finasteride sistemik memiliki efek samping
penurunan libido, disfungsi ereksi, risiko kanker prostat, dan depresi sehingga
beberapa pasien ragu-ragu untuk mulai menggunakan terapi. Finasteride topikal
adalah pilihan alternatif potensial untuk meminimalkan efek samping sistemik.
Studi menunjukkan bahwa finasterida topikal pada AAG cenderung memiliki
sensitivitas yang sama dan baik seperti finasterida oral. Pengobatan dengan 0,005%
larutan Finasteride 0,5% pada pria dengan AAG menunjukkan peningkatan
pertumbuhan rambut yang lebih besar dibandingkan dengan kelompok plasebo.
Studi gel finasterida dibandingkan dengan finasterida oral 1 mg, menunjukkan
bahwa gel finasterida 1% memiliki hasil terapi yang relatif sama dalam
menumbuhkan rambut. Penilaian objektif kepadatan rambut dan diameter rambut
menggunakan metode non invasif Trikoskopi, TricoScan, Fototrikogram.
Trikoskopi adalah alat dermoskopi untuk rambut dan kulit kepala yang dapat

menilai batang rambut, folikel rambut, epidermis perifolikular.
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Penelitian ini merupakan penelitian observasional meta-analitik, tinjauan
sistematik dan meta-analisis. Pencarian artikel yang sesuai pada database
elektronik, yaitu database Medline, Embase, Allied and Complementary Medicine
(AMED), Cochrane library, ClinicalTrials.gov, Web of Knowledge, Web of Science,
dan World Health Organization international clinical trials registry. Sumber
lainnya adalah daftar reference lists, conference proceedings, researchers in field,
dan jurnal. Pencarian sumber informasi dilakukan sampai waktu analisis data.

Istilah medical subject headings (MeSH) berikut digunakan untuk membuat
dua subkelompok kutipan (1) fopical finasteride and minoxidil, (2) male alopecia
androgenetic, (3) male pattern hair loss. Dua subkelompok digabungkan
menggunakan istilah Boolean 'AND' untuk mendapatkan subkumpulan kutipan
yang relevan dengan pertanyaan penelitian. Pencarian literatur dilakukan
berdasarkan diagram alur PRISMA 2009. Tiga peneliti melakukan pencarian
literatur secara independen dan setiap ketidaksepakatan dalam memilih paper dan
ekstraksi data diselesaikan dengan konsensus.

Dengan menggunakan formulir isian yang telah disiapkan, data diekstraksi
secara independen oleh tiga peneliti. Data yang dicatat adalah data karakteristik
serta data perlakuan, topikal finasteride dan minoxidil, kepadatan rambut dan data
statistik efektivitas terapi.

Penilaian kualitas studi dilakukan dengan menggunakan Cochrane Risk of
Bias Tool for Randomized Controlled Trials dan sistem Grading of

Recommendations, Assessment, Development and Evaluations (GRADE).
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Penilaian tinjauan sistematik dan meta-analisis perbedaan weighted mean antara
kelompok perlakuan dan kontrol akan dianalisis dengan menggunakan
Comprehensive Meta Analysis Version 3.0.
Pencarian dari database dan sumber lainnya ditemukan 3 artikel yang
sesuai, yaitu:
1. Tanglertsampan. pada tahun 2012 melakukan sebuah uji acak tersamar ganda
dengan kontrol pada 33 pasien pria dengan male patterm hair loss (MPHL) tipe
III vertex, IV dan V menurut klasifikasi Norwood-Hamilton. Subjek penelitian
berusia antara 18-47 tahun dan tidak sedang memperoleh terapi lain (topikal
maupun sistemik) selama 12 bulan terakhir. Penelitian membandingkan hasil
perlakuan topikal finasteride dosis 0,1% dikombinasikan topikal minoxidil
dosis 3%, sementara kontrol dengan topikal minoxidil dosis 3%. Terapi
diberikan 2 kali sehari selama 6 bulan. Terapi diberikan sebanyak 2 kali sehari
selama 6 bulan. Evaluasi hasil terapi dilakukan oleh tiga dokter secara acak
tanpa mengetahui pembagian kelompok penelitian menggunakan pemeriksaan
videodermoscopy. Setelah memperoleh terapi selama 6 bulan, perbedaan rerata
kepadatan rambut kelompok perlakuan dibandingkan kelompok control tidak
bermakna secara statistik (p = 0.503), dimana kelompok perlakuan
menunjukkan rerata peningkatan kepadatan rambut sebanyak 4,8249.12
rambut/cm? (dari 58.09,6+13.39 menjadi 62.91+13.43 rambut/cm?) sementara
pada kontrol menunjukkan rerata peningkatan kepadatan rambut sebanyak

2.9146.93 rambut/cm? (dari 62.41£15.49 menjadi 65.31£18,91 rambut/cm?).
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Berdasarkan hasil yang diperoleh, penulis menyimpulkan bahwa perbedaan
rerata kepadatan rambut tidak bermakna secara statistik. Penulis
merekomendasikan kombinasi topikal finasteride dan topikal minoxidil karena
tidak memiliki efek samping dan pilihan terapi yang aman. Penulis juga
menyarankan studi lebih lanjut dengan konsentrasi finasteride yang lebih
tinggi, lebih besar jumlah pasien dan periode tindak lanjut yang lebih lama.

. Suchonwanit et al. pada tahun 2018 melakukan sebuah uji acak tersamar ganda
dengan kontrol pada 37 pasien pria dengan MPHL tipe III vertex, IV dan V
menurut klasifikasi Norwood-Hamilton. Subjek penelitian berusia antara 18-
60 tahun dan tidak sedang memperoleh terapi lain (topikal maupun sistemik)
selama 18 bulan terakhir. Penelitian membandingkan hasil perlakuan topikal
finasteride dosis 0,25% dikombinasikan topikal minoxidil dosis 3%, sementara
kontrol dengan topikal minoxidil dosis 3%. Terapi diberikan 2 kali sehari
selama 6 bulan. Evaluasi hasil terapi dilakukan oleh evaluator independen
secara acak tanpa mengetahui pembagian kelompok penelitian menggunakan
pemeriksaan photographing dengan folliscope. Hasil perlakuan menunjukkan
peningkatan kepadatan rambut dan diameter rambut yang lebih besar secara
bermakna dibandingkan kontrol setelah 6 bulan (p < 0,05), dimana kelompok
perlakuan menunjukkan rerata peningkatan kepadatan rambut sebanyak
61.84+15.65 rambut/cm? dan diameter rambut 17+5.24 um, sementara area
kontrol menunjukkan rerata peningkatan kepadatan rambut sebanyak
34.88+10.24 rambut/cm?> dan diameter rambut 13+4.15 pm. Kadar
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dihidrotestosteron plasma kelompok perlakuan didapatkan pengurangan
sekitar 5% dan tidak ada efek samping sistemik kejadian yang dilaporkan oleh
pasien pada kedua kelompok. Berdasarkan hasil yang diperoleh, penulis
menyimpulkan bahwa kombinasi topikal finasteride dan topikal minoxidil
lebih baik dibandingkan topikal minoxidil. Terapi ini menjadi solusi pilihan
terbaru pengobatan untuk pasien laki-laki dengan AAG, khususnya orang-
orang yang khawatir tentang komplikasi dari finasterida oral.

Gowda et al. pada tahun 2021 melakukan sebuah uji prospektif, acak dengan
kontrol pada 30 pasien pria dengan MPHL tipe II-IV menurut klasifikasi
Norwood-Hamilton. Subjek penelitian berusia antara 18-45 tahun dan tidak
sedang memperoleh terapi lain (topikal maupun sistemik) selama 6 bulan
terakhir. Penelitian membandingkan hasil perlakuan topikal finasteride dosis
0,1% dikombinasikan topikal minoxidil dosis 5%, sementara kontrol dengan
topikal minoxidil dosis 5%. Terapi diberikan 2 kali sehari selama 6 bulan.
Evaluasi hasil terapi menggunakan pemeriksaan photographing dengan
dermoscopy. Hasil perlakuan selama 6 bulan menunjukkan peningkatan
kepadatan rambut (p < 0,001) dan kontrol selama 6 bulan menunjukkan
peningkatan kepadatan rambut (p = 0,005), dimana kelompok perlakuan
menunjukkan rerata peningkatan kepadatan rambut dari 61.27£13.30 menjadi
72.73+£14.07 rambut/cm* sementara pada kontrol menunjukkan rerata
peningkatan kepadatan rambut dari 65.73%£13.78 menjadi 72.40%15,26

rambut/cm?. Berdasarkan hasil tersebut, penulis menyimpulkan kombinasi
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finasteride topikal dan minoxidil topikal lebih baik dibandingkan dengan

minoxidil topikal.

Hasil meta-analisis menunjukkan overall perbedaan kepadatan rambut setelah
terapi topikal finasteride dan topikal minoxidil dibanding setelah terapi topikal
minoxidil adalah 0,751+0,214 (95% Interval Kepercayaan=0,331 s/d 1,172). Hal
ini menunjukkan kepadatan rambut setelah pemberian terapi topikal finasteride dan
topikal minoxidil adalah lebih tinggi dibanding setelah pemberian terapi topikal
minoxidil. Hasil analisis menunjukkan nilai z=-3,500 dengan nilai p<0,001. Hal ini
menunjukkan kepadatan rambut setelah pemberian terapi topikal finasteride dan
topikal minoxidil adalah lebih tinggi secara bermakna dibanding setelah pemberian
terapi topikal minoxidil (p<0,001).

Kesimpulan dari penelitian ini adalah kombinasi topikal finasteride dan topikal
minoxidil efektif dalam meningkatkan kepadatan rambut pada pasien alopesia

androgenetik pria.
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SUMMARY

Androgenetic alopecia (AAG) is the most common hair loss problem in
men, characterized by miniaturization of hair follicles due to systemic androgens
and genetic factors. The incidence and prevalence of AAG depends on age and race.
Available prevalence data suggest that 30% of white men will develop AAG by age
30, 50% by age 50, and 80% by age 70. Chinese, Japanese, and African Americans
are less affected than Caucasians. Androgenetic alopecia (AAG) is primarily
genetic because the androgen receptor gene is located on the X chromosome and is
influenced by environmental factors. This condition results in progressive
miniaturization of the hair follicle due to a change in the duration of the anagen
phase to be shorter and the telogen phase longer, resulting in a change in terminal
hair that is usually long, thick, and pigmented to small, thin, and less pigmented.

Effectiveness, practicality, risk, and cost should be considered when
choosing AAG therapy options. Treatment of AAG aims to prevent miniaturization
of follicles. Currently approved by the Food and Drug Administration (FDA) for
the treatment of AAG are minoxidil and finasteride which can be used alone or in
combination. Treatment modalities for AAG include hair transplantation, platelet-
rich plasma (PRP), microneedling, and stem cells.

Minoxidil is an FDA-approved topical agent for male and female pattern
alopecia, which acts as a potassium channel opener. This mechanism increases
follicular vascularity, lengthens the anagen phase and shortens the telogen phase,

increases VEGF in dermal papillae and causes angiogenesis, vasodilation, and also
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converts a small portion of hair follicles into terminal hair. Side effects of minoxidil
are contact dermatitis, headache, hypertrichosis, and leg edema.

Finasteride is a competitive inhibitor of type 2, 5-a reductase that inhibits
the conversion of testosterone to dihydrotestosterone (DHT), thereby inhibiting the
miniaturization of hair follicles and promoting the anagen phase of hair growth.
However, systemic finasteride has the side effects of decreased libido, erectile
dysfunction, prostate cancer risk, and depression so some patients are hesitant to
start using the therapy. Topical finasteride is a potential alternative option to
minimize systemic side effects. Studies show that topical finasterides in AAG tend
to have the same and good sensitivity as oral finasterides. Treatment with 0.005%
Finasteride solution of 0.5% in men with AAG showed greater improvement in hair
growth compared to the placebo group. Studies of finasteride gel compared to oral
finasteride 1 mg, showed that 1% finasteride gel had relatively similar therapeutic
results in growing hair. Objective assessment of hair density and hair diameter using
non-invasive methods Trichoscope, TricoScan, Phototrichogram. Trichoscopy is a
dermoscopy tool for hair and scalp that can assess the hair shaft, hair follicles,
perifollicular epidermis.

This study is a meta-analytical observational study, systematic review and
meta-analysis. Search for appropriate articles in electronic databases, namely the
Medline, Embase, Allied and Complementary Medicine (AMED) database,
Cochrane library, ClinicalTrials.gov, Web of Knowledge, Web of Science, and

World Health Organization international clinical trials registry. Other sources are
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reference lists, conference proceedings, researchers in field, and journals. The
search for sources of information is carried out until the time of data analysis.

The following medical subject headings (MeSH) are used to create two
subgroups of citations (1) topical finasteride and minoxidil, (2) male androgenetic
alopecia, (3) male pattern hair loss. The two subgroups were combined using the
Boolean term 'AND' to obtain a subset of citations relevant to the research question.
The literature search was conducted based on the PRISMA 2009 flowchart. Three
researchers conducted an independent literature search and any disagreements in
paper selection and data extraction were resolved by consensus.

Using a pre-prepared form field, the data was extracted independently by
three researchers. The data recorded are characteristic data as well as treatment data,
topical finasteride and minoxidil, hair density, and statistical data on the
effectiveness of therapy.

The assessment of study quality was conducted using the Cochrane Risk of
Bias Tool for Randomized Controlled Trials and the Grading of Recommendations,
Assessment, Development and Evaluations (GRADE) system. The systematic
review assessment and meta-analysis of the weighted mean difference between the
treatment and control groups will be analyzed using Comprehensive Meta Analysis
Version 3.0.

A search of databases and other sources found 3 suitable articles, namely:
1. Tanglertsampan. In 2012 a controlled double-blinded randomized trial was

conducted on 33 male patients with male patterm hair loss (MPHL) type III
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vertex, [V and V according to the Norwood-Hamilton classification. The study
subjects ranged in age from 18 to 47 years and had not received any other
therapy (topical or systemic) for the past 12 months. The study compared the
results of topical finasteride treatment dose 0.1% combined topical minoxidil
dose 3%, while control with topical minoxidil dose 3%. Therapy is
administered 2 times a day for 6 months. Therapy is given 2 times a day for 6
months. Evaluation of the results of therapy was carried out by three doctors
randomly without knowing the division of the research group using
videodermoscopy examination. After receiving therapy for 6 months, the
difference in the average hair density of the treatment group compared to the
control group was not statistically significant (p = 0.503), where the treatment
group showed an average increase in hair density of 4,82+9.12 hairs/cm? (from
58.09,6+13.39 to 62.91+13.43 hairs/cm?) while the control showed an average
increase in hair density of 2.91+6.93 hairs/cm?> (from 62.41+£15.49 to
65.31+18,91 hair/cm?). Based on the results obtained, the authors concluded
that the difference in average hair density was not statistically meaningful. The
authors recommend a combination of topical finasteride and topical minoxidil
because it has no side effects and is a safe therapeutic option. The authors also
suggest further studies with higher finasteride concentrations, greater numbers
of patients and longer follow-up periods.

Suchonwanit et al. in 2018 conducted a double-blind, controlled randomized

trial on 37 male patients with MPHL types III vertex, IV and V according to
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the Norwood-Hamilton classification. The study subjects were aged between
18-60 years and had not received any other therapy (topical or systemic) for
the past 18 months. The study compared the results of topical finasteride
treatment dose 0.25% combined topical minoxidil dose 3%, while control with
topical minoxidil dose 3%. Therapy is administered 2 times a day for 6 months.
Evaluation of therapy results was carried out by independent evaluators
randomly without knowing the division of research groups using
photographing examination with a folliscope. The treatment results showed a
significantly greater increase in hair density and hair diameter compared to the
control after 6 months (p <0.05), where the treatment group showed an average
increase in hair density of 61.84+15.65 hairs/cm? and hair diameter of 17+5.24
um, while the control area showed an average increase in hair density of
34.88+10.24 hairs/cm®> and a hair diameter of 13+4.15 um. Plasma
dihydrotestosterone levels in the treatment group were reduced by
approximately 5% and no systemic adverse events were reported by patients in
both groups. Based on the results obtained, the authors concluded that the
combination of topical finasteride and topical minoxidil is better than topical
minoxidil. This therapy is becoming the latest treatment solution of choice for
male patients with AGA, especially those who are concerned about
complications from oral finasteride.

Gowda et al. in 2021 conducted a prospective, randomized control trial on 30
male patients with MPHL types II-IV according to the Norwood-Hamilton
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classification. The study subjects were aged between 18-45 years and were not
receiving any other therapy (topical or systemic) for the past 6 months. The
study compared the results of topical finasteride treatment dose 0.1% combined
topical minoxidil dose 5%, while control with topical minoxidil dose 5%.
Therapy is administered 2 times a day for 6 months. Evaluation of the results
of therapy using photographing examination with dermoscopy. The results of
treatment for 6 months showed an increase in hair density (p < 0.001) and
control for 6 months showed an increase in hair density (p = 0.005), where the
treatment group showed an average increase in hair density from 61.27+13.30
to 72.40+15,26 hairs/cm? while the control showed an average increase in hair
density from 65.73+13.78 to 72.40+15,26 hairs/ cm?. Based on these results,
the authors concluded that the combination of topical finasteride and topical
minoxidil is better than topical minoxidil.

The results of the meta-analysis showed the overall difference in hair density

after topical finasteride and topical minoxidil therapy compared to after topical

minoxidil therapy was 0.751+£0.215 (95% confidence interval = 0.331 to 1.172).

This showed that hair density after topical finasteride and topical minoxidil therapy

was higher than after topical minoxidil therapy. The results of the analysis showed

a value of z = -3.500 with a value of p <0.001. This showed that hair density after

topical finasteride and topical minoxidil therapy was significantly higher than after

topical minoxidil therapy (p<0.001).
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The conclusion of this study was that the combination of topical finasteride and
topical minoxidil was effective in increasing hair density in male androgenetic

alopecia patients.
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