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Alopecia affects a significant number of Americans. One study of men between the ages of 18 to 49, found that
42% of the men had moderate to extensive hair loss.' Hair loss is less prevalent in women and has a reported
incidence of between 29 to 38% in women over 70 years of age.? There are a variety of different pathologies
that can contribute to hair loss including noncicatricial alopecias such as androgenic alopecia, alopecia areata,
and telogen effluvium as well as cicatricial alopecias such as lichen planopilaris.

Androgenetic alopecia is the most prevalent form of hair loss in both men and women.? In this review, we will
focus on noncicatricial alopecias and review topical treatments and their evidence for efficacy for various types
of hair loss.

The most common type of hair loss, androgenetic alopecia, has been well studied. It can be precipitated by
acute stressors, weight loss, drugs (including contraceptives that contain androgenic progestins), and of
course, has a strong genetic component.* Androgenetic alopecia is caused by increased sensitivity to
androgens and can be precipitated by factors such as increased dihydrotestosterone (DHT) resulting in hair
follicle miniaturization and the shortening of the hair growth (anagen) phase.® This type of alopecia grows more
common with advancing age. Conversely, alopecia areata often onsets before the age of 30, and hair loss is
caused by autoimmune destruction of hair follicles. Alopecia areata often looks distinct from androgenetic
alopecia, rather than causing thinning and hairline recession, alopecia areata tends to cause round areas of
total hair loss and oddly shaped hairs called exclamation point hairs. Other types of noncicatricial alopecia
include telogen and anagen effluvium. Telogen effluvium is diffuse hair loss and can usually be attributed to a
stressor event, generally occurring several months before the hair loss is seen. This hair loss is the result of
20-50% of scalp hair transitioning to the telogen phase prematurely. Anagen effluvium is also characterized by
diffuse hair loss but is associated with hair breakage during the anagen phase. This type of alopecia generally
occurs within 1 to 4 weeks of a precipitating event such as radiation therapy or chemotherapy.®

Topical minoxidil has been well studied in both male and female patients at both 2% and 5%. Studies have
demonstrated the superior efficacy of 5% minoxidil over 2% minoxidil twice daily. One study reported 45%
more hair growth at week 48 of the study in the 5% minoxidil group. However, this increase in efficacy was
tempered with increased adverse effects including pruritus and local irritation.*” Though data suggests that 5%
topical minoxidil is superior to 2%, little data exists on concentrations above 5% and what data does exist is
mixed. One double-blind, placebo-controlled randomized trial of 90 male patients with androgenetic alopecia
evaluated 5% minoxidil as compared to 10% topical minoxidil for hair growth. Patients applied either 5% topical
minoxidil, 10% topical minoxidil or placebo over a 36-week period. The study found increased hair count in the
5% minoxidil group compared to 10% minoxidil or placebo and increased irritation in the minoxidil 10% group
as compared to the other groups.® Data is limited on concentrations higher than 10%. One study of minoxidil
15% vs 5% applied twice daily in patients with androgenetic alopecia did find statistically significant
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improvement in the 15% group as compared to the 5% group.®'® Another study in female patients with female
pattern hair loss who reported failing to respond to minoxidil 5% did note benefit when these patients were
subsequently treated with minoxidil 15% solution. The study noted an increase in more than 13.7% hair count
from base line after 12 weeks of treatment, though, it should be noted that this study was not a direct
comparison of the two treatments." These researchers theorized based on their previous research that those
who do not respond to topical minoxidil at 5% concentrations may have a decreased ability to convert minoxidil
to its active minoxidil sulfate form given a lack of sulfotransferase enzyme activity. For these specific patients
who have decreased capability of minoxidil conversion to the active form, high concentrations of minoxidil
could potentially offer greater benefit than lower concentrations.:1?

Finasteride, a 5-alpha reductase inhibitor, is another commonly used agent for androgenic alopecia. Though
the use of oral finasteride for alopecia is well documented, limited information exists on topical finasteride.
Finasteride at concentrations of 0.005% have been tested in men and women and a statistically significant
benefit was observed after 6 months of use.'® Another 6-month long study in men tested a 1% finasteride gel
formulation vs finasteride oral tablets and found efficacy with the topical gel." A more recent study of
androgenic alopecia in male patients tested 0.25% finasteride in combination with 3% minoxidil vs 3% minoxidil
alone over the course of 24 weeks and concluded that the combination therapy was significantly superior to
minoxidil alone.'®'® Another study of combination minoxidil 5% and finasteride 0.25% once daily topical spray
corroborated this result, finding combination treatment to be more efficacious than minoxidil twice daily or
finasteride once daily treatment alone."” Though finasteride has been studied in both male and female patients
and noted to be efficacious, a cautious approach should be taken in female patients of childbearing age.
Topical finasteride is an attractive alternative to oral finasteride due to fewer adverse events resulting from
lower systemic absorption, however, studies show measurable finasteride serum levels with topical application
as well. One study comparing 0.25% topical finasteride solution twice daily to 1mg tablets once daily in male
patients found plasma DHT levels significantly suppressed in both treatment groups.'® While systemic
absorption of finasteride from the topical route is reduced as compared to the oral route, evidence suggests
that absorption does occur so caution must be taken in patients of childbearing age.

Dutasteride is another 5-alpha reductase inhibitor distinct from finasteride in that it inhibits both type | and type
Il 5-alpha reductase. This difference in mechanism has been hypothesized to be responsible for increased
efficacy in treating alopecia in studies comparing oral dutasteride to oral finasteride.' The efficacy of oral
dutasteride has been well established in the literature for management of alopecia, and new evidence
suggests topical dutasteride is beneficial as well. While finasteride has been studied for once daily or twice
daily use in the literature, some studies suggest that dutasteride could be applied less frequently due to its long
half-life, with one study hypothesizing that though their studied product was applied once daily, even just 2-3
applications of topical dutasteride per week could be sufficient.?!?? Despite the potential for less frequent
dosing, currently data is only available on the efficacy of daily use. One randomized double-blind controlled
study compared topical dutasteride at 0.01%, 0.02%, and 0.05% to placebo or finasteride 1mg orally daily over
a 24 week period. Patients in the topical treatment groups applied 1mL of solution daily via dropper bottle. The
patients in the dutasteride 0.05% group demonstrated the most significant improvements in total area hair
count and width over the 24 week period. An evaluation of safety of the product did not note major changes in
testosterone or DHT in the dutasteride topical treatment group.8?

Tretinoin, a retinoid, has also been evaluated for efficacy for management of alopecia. One study of once-daily
tretinoin 0.01% with minoxidil 5% vs twice-daily minoxidil 5% found that the once-daily combination therapy
was as effective as the twice-daily minoxidil treatment.?>?” Previously it was hypothesized that the benefit of
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combination treatment with minoxidil and tretinoin may be due to increased penetration of minoxidil, but a
recent study proposed that tretinoin has an impact on the enzyme that converts minoxidil to its active form,
follicular sulfotransferase, and may increase response to minoxidil via increased expression of this enzyme.?
Information on the use of other retinoids, including adapalene and tazarotene, for alopecia is limited. One study
evaluating mometasone furoate 0.1% vs mometasone furoate 0.1% in conjunction with adapalene 0.1% for
alopecia areata found statistically significant more hair growth with the combination product than with
mometasone alone over the 12-week study.?®

Spironolactone, a competitive inhibitor of androgen receptors, is another agent sometimes used topically for
hair loss. One study of 60 female patients found a spironolactone 1% topical to be effective at promoting hair
growth.3° Another evaluating 1% spironolactone solution in male and female patients noted the treatment to be
safe and effective at increasing total hair count when applied once daily over 6 months.®' Another study
evaluated spironolactone 5% alone compared to 5% spironolactone in combination with 5% minoxidil and 5%
minoxidil alone. All treatments were applied twice daily over 12 weeks. The study noted increased hair growth
at the 12 week timepoint, and concluded that the combination treatment offered greater improvement than
single agent treatment.3': 3

Given the major role that hormones have been shown to play in the cycle of hair growth and loss, hormones
have also been evaluated in limited studies for potential benefit for alopecia. One 6-month long study
evaluating estradiol 0.025% (alpha estradiol, rather than bioidentical beta estradiol) topical lotion in patients
with androgenetic alopecia found a decrease in hair loss, however, regrowth of new hairs was not
demonstrated. A possible mechanism is an estrogen- induced increase in glycoprotein sex hormone-binding
globulin leading to decreased free testosterone.3* Bioidentical topical progesterone can inhibit conversion of
testosterone to DHT and has also been studied in a limited capacity for treatment of alopecia. One small study
of female patients compared progesterone 2% (2mL applied daily) to minoxidil 2% and found that while benefit
was greater in the minoxidil group, significant hair regrowth was noted in the progesterone group as well.®®

Azelaic acid, a common ingredient in dermatological preparations for the management of conditions such as
acne or rosacea, has also been recently evaluated for benefit in treating alopecia. The mechanism of action
has not been fully elucidated, but benefit may be due to azelaic acid’s anti-inflammatory and antioxidant effects
as well as azelaic acid’s ability to inhibit 5-alpha reductase. One study of azelaic acid 5% compared to
minoxidil 2% in female patients noted similar benefit in both treatment groups.® Other studies have looked at
combination treatment. A study of caffeine 1%, minoxidil 5%, azelaic acid 1.5% in male patients showed benefit
over minoxidil alone and placebo treatment groups.®”

While minoxidil and treatments influencing hormones play a large role in alopecia management, other
mechanisms of action for increasing hair growth and preventing hair loss have also been evaluated and found
effective. Latanoprost and bimatoprost are both prostaglandin analogues generally used for glaucoma,
however, recent evidence has emerged suggesting that in addition to their effect on increased eyelash growth,
they may also be able to promote increased hair growth via prostaglandin mediated anagen induction.
Latanoprost has been studied at a very wide range of concentrations. One double-blind placebo-controlled
study on topical application of 0.005% latanoprost over a period of 12 weeks found that the application of
latanoprost significantly increased hair density and regrowth, though, it didn’t demonstrate significant
improvement regarding loss of hair.3® Another double-blind placebo-controlled trial evaluated the efficacy of
latanoprost 0.1% for androgenetic alopecia applied daily over 24 weeks. The study found significantly
increased hair density at 24 weeks compared to placebo.*® Unlike the wide range of studied concentrations
with latanoprost, bimatoprost has primarily been studied at 0.03%. One study evaluating bimatoprost 0.03%
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twice daily vs mometasone furoate once daily for alopecia areata found that bimatoprost significantly improved
hair regrowth as compared to areas where mometasone furoate was applied.*° Another study evaluated
bimatoprost 0.03% vs minoxidil 5% for androgenetic alopecia. This study was small (with just 8 subjects per
group) but it did note significant increase in terminal hair diameter and count at 12 weeks in the bimatoprost
group. Fewer patients presented with erythema in the bimatoprost group as compared to the minoxidil group
as well.*!

Though the mechanism of action has yet to be fully elucidated, topical melatonin has also been associated with
an increase in anagen hair in female patients with both diffuse and androgenetic alopecia. Melatonin 0.1%
solution was applied to the scalps of female patients for 6 months resulting in increased hair growth as
compared to the placebo group.*? Even lower concentrations have demonstrated benefit as well, with a study
of melatonin 0.0033% in male and female patients noting an increase in hair density and hair count.””

Caffeine is also under investigation as a possible ingredient for treatment of alopecia. It is hypothesized that
caffeine may play a role in alopecia via increasing intracellular cyclic adenosine monophosphate (CAMP)
resulting in increased cell metabolism and proliferation. Concentrations of caffeine in alopecia studies vary
significantly. One randomized, double-blind controlled trial in male and female patients of caffeine 2.5%
combined with minoxidil 2.5% vs minoxidil alone found the combination to be more effective.3” Another open-
label non-inferiority trial testing caffeine 0.2% topical liquid as compared to minoxidil 5% solution found caffeine
to be as effective as minoxidil at increasing the amount of anagen hairs over a 6-month period.*®

The antifungal agent ketoconazole may play a role in alopecia treatment. The mechanism of action has not
been fully elucidated, but the benefit may be due to anti-inflammatory effects or due to proposed anti-
androgenic properties.** One study in mice comparing ketoconazole 2% solution, minoxidil 5% solution, and
minoxidil 5%/tretinoin 0.1% solution applied once daily found all treatments to have a significant impact on hair
growth as compared to control, though, the minoxidil groups had the best results.*® Another study evaluated
ketoconazole 2% emulsion for management of female pattern hair loss found similar benefit of ketoconazole
2% to minoxidil 2% solution. One study of ketoconazole 2% in a shampoo formulation (used once every 2-4
days, left on the scalp for 3-5 minutes prior to rinsing) found significant new hair growth after treatment
between 1-3 months.*®

Cetirizine has some anti-Prostaglandin D2 (PGD2) activity. PGD2 has been implicated as a causative factor in
some types of alopecia (prostaglandin analogues, such as latanoprost or bimatoprost are prostaglandin F2
analogues, prostaglandin F2 and prostaglandin E are thought to have a stimulating effect on hair growth).*’
One study evaluating cetirizine 1% vs minoxidil 5% in 40 male patients with androgenetic alopecia noted a
significant increase in total and vellus hair density in both groups, though, minoxidil was superior.*® Another
study evaluating cetirizine 1% in male and female patients noted increased hair density after 6 months of use
over a control group. Levocetirizine, the R-enantiomer of cetirizine, is thought to be primarily responsible for
much of cetirizine’s activity. “® Though levocetirizine has not been widely studied for alopecia at this time, some
preliminary in vitro data suggests it may be beneficial.>

Amino acids arginine and levocarnitine are sometimes used in topical preparations for alopecia as well,
though, data is currently limited. Arginine is often used at 1-2%, limited data suggests that arginine may be
protective against oxidation of hair follicles and may also improve circulation.®'*? Levocarnitine may play a role
in down regulating apoptosis and stimulating proliferation. One placebo controlled, double-blind study
evaluated levocarnitine tartrate 2% solution applied twice daily for 6 months. The study noted increased
density of terminal hair and an increased anagen to telogen hair ratio.5354
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Recently, GHK-Cu (copper peptide) has also been garnering interest for potential use for alopecia. Few studies
exist evaluating GHK-Cu for alopecia and so specific studies on effective concentration for this indication are
unavailable, anecdotally some compounders use 0.2-3%. This concentration is similar to that used in GHK-Cu
preparations for aging skin. The mechanism of action has not been fully elucidated, but it is thought that GHK-
Cu may promote fibroblast proliferation resulting in collagen synthesis which may in turn promote increased
scalp health and blood flow to hair follicles. GHK-Cu also suppresses the over expression of transforming
growth factor-beta (TGF-B)1 that has been noted in patients with hereditary hair loss, leading to hair shaft
thickening and elongation.5%%¢

GHK-Cu isn’t the only antiaging active pharmaceutical ingredient under investigation for use for alopecia.
Recently, sirolimus has gained attention as well as a possible alopecia treatment. Sirolimus has been studied
topically alone or in combination with epigallocatechin gallate (EGCG — a green tea extract product) for
alopecia. The proposed mechanism of action is anagen induction (induction of hair growth phase). Data is
mainly in mice or vitro currently, but thus far has shown increased hair growth rate and hair follicle density with
use of topical sirolimus. Studied concentrations in mice have been quite low, on the mcg level per application,
with one study looking at concentrations from 0.2-20uM (equivalent ~0.18-18mcg/mL) anecdotally,
concentrations currently being used for human use are higher up to 0.25%.57-¢

Agents primarily used to treat alopecia areata, or immune related alopecia include tofacitinib, contact
sensitizers (such as squaric acid dibutyl ester and diphencyclopropenone), and steroids. One study looking at
diphencyclopropenone and squaric acid dibutyl ester sensitized patients with a 2% solution before decreasing
to a much lower concentration (0.001%) 2 weeks later. Subsequently on a weekly basis the concentration was
gradually increased (0.01%, 0.05%, 0.1%, 0.5%, 1% etc.) until mild dermatitis (erythema and pruritus) was
noted and persisted for 48 hours. This final concentration was then applied weekly for 6 months. While both
squaric acid dibutyl ester and diphencyclopropenone were found to be effective for alopecia areata, the squaric
acid dibutyl ester group noted more significant hair regrowth than the diphencyclopropenone group.%°

Data on tofacitinib for alopecia areata remains limited. Currently it has been studied at 2% topically and 5mg
orally twice daily in patient populations in pediatric patients as well as adults. The proposed mechanism of
action is attenuation of inflammatory cascade via JAK inhibition.®®%° One case study of a patient with alopecia
areata of the eyelashes found that after 4 months of treatment with tofacitinib 2% solution eyelashes regrew
completely.”® Another small study of 10 patients found improvement in 3 of the patients with the application of
2% ointment twice daily.”

Corticosteroids are another common treatment for the management of alopecia areata. One study of 28
patients suffering from alopecia universalis (a more severe form of alopecia areata) who applied 2.5g of 0.05%
clobetasol propionate ointment for 6 months to one side of scalp resulted in some regrowth for 28.5% of
patients.”? Another trial of clobetasol propionate 0.05% applied twice daily in a 6 weeks on/6 weeks off cyclical
fashion in pediatric patients also found the treatment to be safe and effective, more so than the use of weaker
steroid hydrocortisone 1%."® Other potent steroids including betamethasone 0.05-0.1% and mometasone
0.005% have been studied and found efficacious as well.”#45 Lower potency steroids are sometimes used in
combination products for management of androgenetic alopecia as well. Though data is limited on the safety
and efficacy of such combinations, literature suggests that inflammation may play a role in the pathogenesis of
androgenetic alopecia as well leading some providers to add low concentrations of steroids such as
fluocinolone acetonide 0.01%, or low potency steroids such as hydrocortisone 1% to some topical preparations
for alopecia.”®
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New treatments continue to emerge for the management of alopecia in its various subtypes. Given the
extremely limited number of FDA approved treatments, and even more limited number of approved topical
treatments, compounding is often utilized as a tool for patients unable to achieve sufficient results with existing
treatment. Compounding offers the opportunity to combine treatments with various mechanisms of action to
better manage alopecia. For a more extensive list of treatments studied for alopecia, check out the “Topical
Active Ingredients Used in the Management of Alopecia” table available under “Resource Documents” on
our Fagron Academy website!

The Tricho Line: The Tricho vehicles all contain TrichoTech™, a patented essential oil combination that has
been studied to help promote scalp health. An in vitro study of this essential oil blend noted that TrichoTech™
was found to increase expression of fibroblast growth factors (FGF-7 and FGF-10).7® This data is promising as
some studies suggest that FGFs promote hair growth by induction of anagen phase (growth phase) in resting
hair follicles.” In addition to this in vitro data, there have been limited studies evaluating TrichoSol in human
volunteers. One study of 20 female and male patients compared a control group (no treatment) to treatment
with minoxidil 3% in a conventional alcohol vehicle, TrichoSol alone, and minoxidil 3% in TrichoSol. The study
found that after 90 days of treatment all groups had increased hair in the anagen phase as compared to the
control group, but an increased percentage of patients in the TrichoSol alone and TrichoSol in combination with
minoxidil 3% groups were in anagen phase as compared to the minoxidil 3% in a conventional alcohol vehicle
group.®° Another study evaluated TrichoSol and TrichoFoam in 59 patients via patch test. No subjects
presented clinical signs of irritation, sensitization, photoallergy, or phototoxicity as a result of patch testing.
Similar testing was conducted in 52 patients with other vehicles containing TrichoTech™, including
TrichoWash, TrichoCream, TrichoCond, and TrichoQil and similarly, none of the above signs of irritation or
sensitization were reported as a result.2’All Tricho vehicles are free of parabens, formaldehyde, benzyl alcohol,
benzyl benzoate, petrolatum, lanolin, peanut oil, propylene glycol, and artificial colors. These bases are also
free of common allergens including gluten, corn, soy, lactose, animal products, and genetically modified
organisms (GMOs).

Vehicle Water Utility for Alopecia BUD Studies

Activity

TrichoSol >0.6 Solution vehicles are commonly e Cetirizine HCI 0.5-2.0%: 180 days BUD

used in alopecia studies. Solutions e Dutasteride 0.1%: 180 days BUD
may be left on the scalp and are e Dutasteride >0.1%- 0.25%: 120 days BUD
nongreasy, easy to measure, and e Hydrocortisone acetate 0.5%: 180 days BUD
able to be packaged in a variety of e Hydrocortisone acetate >0.5 - 1%: 150 days
different types of container closures BUD
for ease of use. TrichoSol can e Nicotinamide 0.25-0.5%: 180 days BUD
tolerate high API and solvent load. « Progesterone 1.0%: 180 days BUD

e Progesterone >1%- 2.5%: 90 days BUD

e Pyridoxine HCI 0.25-5%: 180 days BUD

e  Minoxidil 1% through <7%: 150 days

e Minoxidil 7%: stability persisted up to 380 days

(max allowed 180 days)

e Minoxidil 2-10%, Finasteride 0.1-0.5%,
Fluocinolone Ac 0.01%: 180 days

e Minoxidil 2-10%, Finasteride 0.1-0.5%: 180

days
TrichoFoam >0.6 Foaming vehicles decrease risk of e Caffeine 0.1-2%: 180 days BUD
dripping compared to solution e Clobetasol Propionate 0.01%: 150 days BUD

vehicles and offer a cosmetically
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elegant, nongreasy option for e Clobetasol Propionate 0.1%: 14 days BUD
topical application. TrichoFoam can e Dutasteride 0.1%: 90 days BUD
tolerate high API and solvent load, e Dutasteride >0.1-0.25% - 30 days BUD*
though, options are more limited * Nicotinamide 0.25-0.5%: 180 days BUD
than with TrichoSol as it is e Progesterone 0.25%: 120 days BUD
important to avoid breaking the e Progesterone >0.25-2.5%: 90 days BUD
emulsification system that e Minoxidil 1% through <7%: 120 days BUD
generates the rich foam. e Minoxidil 7%: 180 days BUD
TrichoCond >0.6 Conditioners, while less commonly | None
used as vehicles in alopecia
studies, offer a cosmetically
appealing option and are hydrating
for topical use on the scalp.
TrichoWash >0.6 Shampoo vehicles have been None
studied with various APIs, such as
ketoconazole, for topical use for
alopecia. Shampoo vehicles offer a
vehicle for easy application and
rinsing.
TrichoOil <0.6 TrichoOil is an anhydrous vehicle None (though extended BUD is permitted per USP
that offers extended BUD due to its | <795> given water activity is <0.6)
low water activity. Oil vehicles are a
good option for patients with dry
scalp or those with areas of
complete baldness, such as those
suffering from alopecia areata.
TrichoCream >0.6 Creams have been utilized as None
vehicles in some alopecia studies,
such as those with steroids for
alopecia areata or those evaluating
metformin for topical use among
others. TrichoCream is a rich
hydrating topical option with a
moderate API carrying capacity.
Formula ID Formula Name
FA-23562 Minoxidil 7% Topical Foaming Solution (TrichoFoam™)(BUD Study)
FA-23241 Minoxidil 5% - Azelaic Acid 12.5% - Finasteride 0.1% - Ketoconazole 2% Topical Solution
(TrichoSol™)
FA-24234 Minoxidil 7.5% - Finasteride 0.1% Topical Solution (TrichoSol™)(BUD Study)
FA-24080 Minoxidil 10% - Fluocinolone Acetonide 0.01% - Finasteride 0.25% Topical Solution
(TrichoSol™)(BUD Study)
FA-24074 Minoxidil 5% - Fluocinolone Acetonide 0.01% - Finasteride 0.1% Topical Solution
(TrichoSol™)(BUD Study)
FA-24072 Minoxidil 7% - Finasteride 0.5% Topical Solution (TrichoSol™)(BUD Study)
FA-24388 Minoxidil 5%, Ketoconazole 2% Topical Foam (TrichoFoam™)(BUD Study)
FA-23559 Dutasteride 0.1% Topical Foaming Solution (TrichoFoam ™ )(BUD Study)
FA-24381 Minoxidil 5%, Dutasteride 0.25% Topical Foam (TrichoFoam™)(BUD Study)
FA-23492 Dutasteride 0.25% Solution (TrichoSol)(BUD Study)
FA-23493 Progesterone 2% Solution (TrichoSol)(BUD Study)
FA-23130 Minoxidil 5% - Dutasteride 0.1% Topical Solution (TrichoSol™)
FA-24385 Minoxidil 7%, Finasteride 0.25% Topical Foam (TrichoFoam™)(BUD Study)
FA-23085 Minoxidil 7% - Spironolactone 0.5% - Caffeine 0.2% Topical Solution (TrichoSol)
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FA-23044 Bimatoprost 0.03% Foam (TrichoFoam)

FA-23024 Minoxidil 7% - Spironolactone 0.5% - Arginine 1% Topical Solution (TrichoSol™)

FA-22958 Minoxidil 5% - Biotin 0.1% - Melatonin 0.1% Topical Solution (TrichoSol™)

FA-22934 Minoxidil 8% - Tretinoin 0.01% - Finasteride 0.25% - Hydrocortisone 1% Foam (TrichoFoam)

FA-22929 Latanoprost 0.1% Cream (TrichoCream)

FA-22783 Minoxidil 5% - Caffeine 1% - Azelaic Acid 1.5% Foam (TrichoFoam)

FA-22714 Caffeine 0.2% Topical Shampoo (TrichoWash™)

FA-22683 Minoxidil 3% - Finasteride 0.1% Topical Emulsion (TrichoQOil™)

FA-24511 Dutasteride 0.05% Topical Emulsion (Alcohol and Propylene Glycol Free)(TrichoQil)

FA-22674 Metformin HCI 10% Cream (TrichoCream™)
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