Does TRT Cause Hair Loss, or Just Unmask It?

Many patients who notice hair thinning after starting testosterone replacement therapy (TRT) arrive at the same conclusion: the
treatment must be responsible. This is an understandable reaction — the timing seems to speak for itself. But the clinical picture
is rarely that straightforward. The more precise and often more useful question is whether TRT has revealed or accelerated an
existing androgen-sensitive pattern, rather than creating one from nothing. Understanding this distinction matters both for

managing expectations and for making sound decisions about your care.

This document walks through the biology behind hair loss in the context of TRT, explains why susceptibility varies so widely
between individuals, and offers a framework for discussing next steps with your prescriber. Whether you are considering TRT,

newly started, or have been on therapy for some time, the goal here is to replace anxiety with clarity.



Why This Question Matters

Hair changes that occur after starting TRT can feel sudden and alarming. One month everything seems stable, and the next there
is visible shedding in the shower or a noticeably thinner crown in photographs. When a significant life change — such as
beginning a new medication or hormonal therapy — precedes a visible physical change, the human mind naturally draws a direct
line between the two. That instinct is not wrong, but it is incomplete.

Timing alone can make TRT look like the sole cause of hair loss when it may be only one contributing factor among several.
Androgenetic alopecia, the most common form of patterned hair loss in men, is a slow, progressive condition that often begins
years before it becomes visually obvious. The follicles may have been miniaturising quietly for a decade before TRT begins.
Introducing exogenous testosterone into that environment does not necessarily start a new process — it may simply push an

existing one to a threshold where it becomes visible.

This distinction carries real clinical weight. If TRT is categorically blamed and discontinued without a fuller assessment, a patient
may forgo meaningful quality-of-life benefits while the underlying predisposition to hair loss continues regardless. Conversely, if
the hormonal contribution is dismissed entirely, important management options may be overlooked. Getting the framing right

leads to better decisions.

® Susceptibility to androgen-related hair loss often matters more than the simple fact of being on TRT. Two men on
identical protocols can have entirely different outcomes at the scalp.



What TRT Changes Biologically

TRT works by restoring circulating testosterone to a physiological range in men whose endogenous production is insufficient.
When testosterone levels rise — whether from endogenous production or exogenous replacement — the androgen environment
throughout the body shifts. Testosterone itself has modest direct effects on hair follicles, but it is metabolised in peripheral
tissues into dihydrotestosterone (DHT) by the enzyme 5-alpha reductase. DHT is substantially more potent at the androgen
receptor and is the primary androgen implicated in androgenetic alopecia.

In follicles that are androgen-sensitive — which are largely determined by genetics — DHT binding to the androgen receptor
shortens the growth phase of the hair cycle (the anagen phase), prolongs the resting phase, and progressively shrinks the follicle
over successive cycles. This process, called miniaturisation, results in hairs that become finer, shorter, and eventually so small
they are no longer visible. TRT, by increasing the substrate from which DHT is produced, can intensify this process in men whose

follicles are already primed to respond to it.

It is important to note that not all follicles respond equally. Follicles at the back and sides of the scalp are largely DHT-resistant,
which is why the hair in those areas typically persists even in advanced male pattern baldness. Follicles at the hairline and crown
carry a different receptor profile and are far more susceptible. TRT does not change this regional sensitivity — it works within the

architecture that genetics has already established.



Why TRT Does Not Affect Everyone Equally

One of the most commonly misunderstood aspects of TRT and hair loss is the extraordinary degree of individual variation. Two
men can be on identical doses with nearly identical serum hormone levels and have completely different outcomes at the scalp —
one notices no change whatsoever, the other observes meaningful thinning within months. This is not a mystery; it reflects a

well-characterised set of biological variables.

Genetic Predisposition

Androgenetic alopecia is highly heritable. The androgen
receptor gene, located on the X chromosome, influences
follicular sensitivity to DHT. Men who carry variants
associated with higher receptor sensitivity are more likely
to experience progression when androgen levels rise.
Family history — particularly on the maternal side — is

one of the most informative signals available.

Age and Baseline Status

Age interacts with androgen sensitivity in meaningful
ways. Older men are more likely to have follicles that
have already begun the miniaturisation process, even if
the change is not yet visible. Starting TRT at 55 with a
hairline that has been slowly retreating for two decades is
a different biological context than starting at 30 with no
family history of loss. The stage of the underlying process

matters.

Follicular Sensitivity

Even among men with similar genetic backgrounds, the
density and activity of androgen receptors within
individual follicles can vary. Some follicles require very
little DHT stimulation to begin miniaturising; others can
tolerate substantially higher androgen exposure without
significant change. This explains why the pattern and

pace of hair loss differ so widely even within families.

Pre-existing Miniaturisation

Dermoscopy — a technique used by dermatologists to
examine the scalp at magnification — frequently reveals
follicular miniaturisation that is invisible to the naked
eye. Some men already have subclinical androgenetic
alopecia before TRT begins. In these individuals, the
therapy may cross a threshold that makes existing, silent
pathology clinically apparent, giving the impression that
TRT caused something that was in fact already under

way.



Cause Versus Unmasking: A Critical Distinction

The language we use to describe a medical process shapes how patients and clinicians respond to it. Framing TRT as a direct
cause of hair loss implies that a man without a predisposition can develop androgenetic alopecia purely as a consequence of
therapy. The evidence does not support this. What TRT can do — and what it demonstrably does in some men — is accelerate a
predisposition that was already present, or reveal subclinical miniaturisation that had not yet crossed the threshold of visibility.

TRT does not write a new story. In most cases, it turns the page faster on a story that was already being written.

Consider the analogy of a slow leak in a pipe. If the leak has been present for years but the water damage only becomes visible
after a renovation exposes the wall, the renovation did not cause the leak — it revealed it. TRT can function similarly. The follicles
were already responding to whatever DHT they were being exposed to from endogenous testosterone production. Restoring or
optimising testosterone levels increases DHT availability, which may accelerate the process to a point where it becomes apparent.

The change can look abrupt precisely because the timing is now obvious and linked to a specific clinical event.

This does not mean the hormonal contribution should be minimised or ignored. If TRT is meaningfully accelerating a process
that would otherwise have taken another decade to become visible, that is a clinically relevant effect worth discussing with your
prescriber. The goal of this distinction is not to dismiss the concern but to locate it accurately so that the response is

proportionate and well-targeted.



What Clinicians Look At

When a patient on TRT presents with new or worsening hair loss, a thorough clinical assessment goes well beyond checking a

single lab value. A careful evaluation draws on multiple sources of information to build an accurate picture of what is happening

and why.
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What to Do Next

If you are on TRT and have noticed changes in your hair, the most important immediate step is to resist the urge to reduce the
situation to a single variable. Hair loss is a multifactorial process, and the response to it should be equally nuanced. Acting
impulsively — stopping TRT without discussion, for example — may deprive you of genuine benefits while doing little to alter the

underlying trajectory of androgen-sensitive hair loss if a genetic predisposition is present.

The most productive course of action is an open, detailed conversation with your prescriber. Come prepared to discuss your
family history of hair loss, when you first noticed the change, how you would describe the pattern, and how important hair
retention is relative to the other goals you are pursuing through TRT. These priorities are personal and legitimate, and a good

prescriber will help you weigh them honestly rather than defaulting to a single protocol answer.

There are several management pathways worth exploring depending on your clinical picture. Topical minoxidil is a well-
evidenced option that can be used independently of hormonal status. Finasteride and dutasteride — 5-alpha reductase inhibitors
that reduce DHT — are frequently discussed in this context, though they carry their own risk profile and require careful
consideration. Low-level laser therapy and platelet-rich plasma are also used, though the evidence base is more variable. None of

these decisions should be made in isolation, and none should be framed as all-or-nothing choices.

[J' Look at the pattern, not just the hormone numbers. A single testosterone or DHT result does not tell the full story of

what is happening at the follicle level.

It is also worth emphasising that monitoring matters. If you are in the early stages of noticing change, establishing a documented
baseline — through photographs, dermoscopy, or a formal trichology assessment — gives you and your clinician something
concrete to track over time. Subjective impressions of hair loss can be misleading in both directions; objective documentation

keeps the conversation grounded.



Frequently Asked Questions

The following questions represent the concerns most commonly raised by patients navigating hair changes in the context of TRT.

Each answer is intended to be direct and clinically grounded without oversimplifying a topic that carries genuine complexity.

Does TRT always cause hair loss?

No. TRT does not cause hair loss in all — or even most —
men. The response at the scalp depends heavily on
individual genetic susceptibility and pre-existing follicular
sensitivity to androgens. Many men complete years of
TRT with no meaningful change to their hair. The subset
who do notice changes typically have an underlying
predisposition that the therapy has accelerated or

revealed.

Should I stop TRT if I notice shedding?

Not without first discussing it with your prescriber.
Stopping TRT abruptly in response to hair shedding
removes the potential benefits of therapy without
necessarily resolving the hair concern, since the genetic
predisposition remains. A more considered approach
involves assessing the full picture, reviewing your
priorities, and exploring whether concurrent hair-loss

interventions might allow you to maintain both goals.

Can TRT accelerate existing male pattern
thinning?

Yes, and this is probably the most accurate way to frame
the relationship for most affected men. If follicles are
already susceptible to DHT — whether or not that
susceptibility has yet become visible — increasing
circulating testosterone provides more substrate for DHT
production, which can move an existing process forward

more quickly. This is an acceleration, not a new cause.

Are blood tests enough to explain the change?

No. Serum testosterone and DHT values provide useful
context but do not tell the whole story. They do not
measure follicular sensitivity, receptor density, or the
stage of miniaturisation already under way. A blood test
showing a DHT level within the normal range does not
rule out androgen-mediated hair loss in a genetically
susceptible individual. Clinical evaluation — including

pattern assessment and history — is essential.



Key Takeaways

The relationship between TRT and hair loss is nuanced, and the clinical picture is rarely as simple as one cause producing one

effect. Keeping the following principles in mind will help you engage more productively with your own care and with the

clinicians supporting it.

Unmasking, Not Creating

In most cases, TRT reveals or
accelerates an existing
predisposition rather than creating a
new one. The distinction matters for

both expectations and management.

Pattern Over Numbers

The distribution and character of hair changes carries
more diagnostic information than a single testosterone or

DHT result. Clinical evaluation should assess both.

Genetics Are Central

Follicular sensitivity to androgens is
largely genetically determined.
Family history remains one of the
most predictive indicators of risk —

more so than any single lab result.

Variation Is Real

Two men on identical TRT protocols
can have entirely different outcomes
at the scalp. Individual biology, not
just hormone levels, drives the

respormnse.

Decisions Require Context

priorities.

Stopping, continuing, or modifying TRT in response to
hair concerns should be a considered decision made with a

prescriber, weighing the full range of goals, risks, and



Best Next Reads

If this article has raised questions you would like to explore further, the following resources address adjacent topics in the same
clinical framework. Each is designed to deepen understanding of androgen biology and its relationship to hair health, giving you

a stronger foundation for conversations with your care team.
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covering testosterone, DHT, androgen follicular miniaturisation — including Addresses one of the most common
receptors, and the downstream effects of how DHT is produced, how it interacts points of confusion: why men with
replacement therapy. An essential with the androgen receptor in hair testosterone levels in the normal
foundation for understanding any follicles, and what interventions target reference range can still experience
androgen-related health topic. this pathway most effectively. significant androgen-mediated hair loss,

and what this means for the utility of
standard lab panels in evaluating hair

concerrIs.

@ The goal of this document is not to alarm or reassure indiscriminately — it is to give you the framework to ask better

questions and engage more fully with your own care. Bring what you have read here to your next clinical appointment.



