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Synopsis

Transgender persons face unique burdens of dermatologic conditions related to cutaneous effects 

of gender-affirming hormone therapy and procedures. Skin diseases in transgender patients often 

underdiagnosed and underrecognized despite potential for significant impairments quality of life 

and mental health from skin diseases. We discuss basic pathophysiology, diagnosis and treatment 

of common skin diseases in the transgender populations. For transmasculine patients, common 

conditions include acne vulgaris and male pattern hair loss. For transfeminine patients, common 

conditions include hirsutism, pseudofolliculitis barbae, and melasma. Post-procedural keloids and 

other cutaneous complications are discussed. Unique aspects of skin health in transgender persons 

should be considered in the context of multidisciplinary gender-affirming care.
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Introduction

Transgender persons, particularly those receiving gender-affirming hormone and/or surgical 

treatments, may face specific dermatologic concerns. Hormone therapies and gender-

affirming procedures can affect the skin and change the prevalence and presentation of 

routine skin conditions. Transgender patients with dermatologic disease may face body 

image dissatisfaction, which is closely tied to levels of gender dysphoria, anxiety, 

depression, and other secondary health problems.1 Transgender patients also face greater 

barriers to care and often benefit from a comprehensive approach to care from providers they 

do see.2 Therefore, it is important for clinicians caring for transgender persons should 

recognize and address common dermatologic conditions relevant to gender-affirming 
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treatments. We will review the clinical presentations, diagnosis, and treatment of skin 

conditions common in transgender patients, particularly for transmasculine and 

transfeminine patients undergoing gender-affirming endocrine or surgical therapies, as well 

as indications for dermatology referral.

Hormone therapy

Gender-affirming hormone therapy for transmasculine persons consists of testosterone to 

develop secondary male sex characteristics.3 In the skin, testosterone increases sebum 

production, increases facial and body hair growth, decreases scalp hair, and redistributes 

body fat (Table 1).3 Gender-affirming hormone therapy for transfeminine persons consists of 

estrogen and/or antiandrogens such as spironolactone in the USA and cyproterone in most of 

Europe and GnRH agonists in the UK.4 In the skin, estrogen decreases skin sebum 

production, reduces facial and body hair growth, promotes epidermal thickness, stimulates 

melanocytes, and changes sweat and odor pattern.3,5 Masculinizing and feminizing effects in 

the skin may be observed within one month of hormone therapy initiation but may not reach 

maximum effect until a few years later.3

Common Transmasculine Skin Conditions

Acne vulgaris

Acne vulgaris is a common and chronic skin disease characterized by the formation of 

comedones (blackheads and whiteheads), papules, pustules, nodules, and cysts.6 Clogged 

hair follicles, increased skin sebum production, and the inflammatory response incited by 

Propionibacterium acnes contribute to the development of acne.7 Acne is frequently driven 

by androgens.8-10 Other risk factors may include chest binding, diet, stress, and medications 

– such as corticosteroids and lithium.8,11

Acne often impacts the psychosocial health of affected individuals.12 Conspicuous acne 

lesions, secondary post-inflammatory hyperpigmentation and scars can be disfiguring and 

stigmatizing (Figure 1). Patients with acne experience higher rates of low self-esteem, 

depression, and withdrawal from social activities and relationships.13 A survey of 3,775 

18-19 year-old young adults found those with significant acne were more likely to have 

suicidal ideation and mental health problems as compared with those without acne.14 Sexual 

minority patients with acne were shown to also have increased risks of suicidal ideation and 

antidepressant use as compared with sexual minority patients without acne.15

This is particularly relevant due to high rates of acne with testosterone therapy.11 For 

example, one study of 21 transmasculine adults found 94% had facial acne and 88% back 

acne after four months of testosterone therapy, an increase from pre-treatment rates of 29% 

and 17%, respectively.16 While the natural history of hormone therapy-induced acne remains 

poorly understood, small studies suggest that acne severity often peaks in the first six 

months of testosterone therapy and may gradually improve over 1-2 years.17-19 The 

psychosocial effects of acne may compound gender dysphoria and high pre-existing rates of 

psychiatric comorbidity in transgender patients.20,21 Since clinicians often underestimate the 

patients’ negative experience and impact from acne, signs and symptoms of acne should be 
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inquired and addressed, and treated if symptomatic, even if considered mild based on the 

clinician’s initial impression.21

Acne severity should direct initial therapy (Figure 2).22 The Investigator Global Assessment 

severity scale (Table 2) is a commonly used tool to classify acne as clear, almost clear, mild, 

moderate, or severe. Acne with cysts, nodules, or significant scarring is often treated as 

severe.22 First-line therapy for mild acne is a topical retinoid, topical benzoyl peroxide, or a 

combination of the two.7 Topical retinoids, such as tretinoin, adapalene, and tazarotene, are 

comedolytic and anti-inflammatory agents that serve as the core of acne therapy.7 They help 

resolve precursor microcomedone lesions and improve secondary scarring and 

hyperpigmentation.23 Topical adapalene 0.1% gel is now available over-the-counter and may 

be considered for patients whose insurance plans do not cover topical retinoids. Common 

side effects of topical retinoids include photosensitivity, skin dryness, peeling, erythema, and 

irritation. Side effects are minimized by slow up-titration and typically peak in the first 2-4 

weeks of use, improving over time. Anticipatory guidance is crucial to improve adherence 

and prevent premature treatment discontinuation.23 Patients should be counseled to apply a 

small pea-size amount every 2-3 nights, then gradually increase frequency to nightly over 

2-4 weeks as tolerated, with concurrent daily moisturizer and sunscreen use.7 Benzoyl 

peroxide (BP, available over the counter in 2.5%-10% washes, creams, or gels) is effective 

for mild to moderate inflammatory acne. It can be used as monotherapy or in combination 

with various concentrations of topical clindamycin or erythromycin and/or topical retinoids. 

Notably, current guidelines do not recommend topical antibiotic monotherapy without BP 

due to emerging bacterial resistance. For moderate acne, combination topical therapy with 

BP +/− topical antibiotics +/− topical retinoids should be initially used. Systemic antibiotics 

– most commonly oral doxycycline or minocycyline – should also be considered for 

moderate to severe acne. Oral antibiotics should be limited to the shortest possible duration 

(<3 months). Concurrent topical therapy is crucial to sustain acne improvement following 

antibiotic tapering. Patients with moderate to severe acne, as well as those with significant 

postinflammatory hyperpigmentation or scarring, should be referred to dermatology for 

aggressive treatment to prevent further scarring or disfiguration.

Oral isotretinoin has been effective at treating severe, refractory, or nodulocystic hormone-

induced acne in transgender patients without interfering with testosterone dosing.18 

Isotretinoin is a potent teratogen and all U.S. patients are required to registered in the 

iPLEDGE system by the U.S. Food and Drug Administration. Isotretinoin patients with 

reproductive potential must concurrently use 2 forms of effective contraception and undergo 

monthly pregnancy tests and counseling with their isotretinoin prescriber. Unfortunately, 

iPLEDGE currently enforces a gender-binary patient classification system requiring patients 

to be registered and provided contraception management based on sex assigned at birth 

rather than focusing on anatomic inventory and sexual behaviors with reproductive potential.
24 Gender-neutral reform of the iPLEDGE system has been advocated. Notably, isotretinoin 

may be associated with increased risks of depression and suicidality, as well as delayed 

surgical wound healing for up to 6-12 months after isotretinoin completion. 

Multidisciplinary care coordination among dermatologists, mental health providers, 

gynecologists, endocrinologists, and/or surgeons is crucial.
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Male Pattern Hair Loss / Androgenetic alopecia

Male pattern hair loss (MPHL), also known as androgenetic or androgenic alopecia, is the 

most common cause of progressive hair loss. The multifactorial causes include age, 

androgens, and genetic predisposition.25 In cisgender men, MPHL is associated with 

anxiety, depression, and sexual dysfunction.26

MPHL is characterized by hair loss in the temporal scalp, midfrontal scalp, or vertex area of 

the scalp in a “horseshoe” pattern. The mid-occipital region is mostly unaffected.27 

Circulating 5α-dihydroxytestosterone (DHT), converted from testosterone by 5α-reductase, 

interacts with androgen receptors in hair follicles. DHT miniaturizes scalp hair follicles and 

shortens the anagen stage that is the primary growth stage of hair, resulting in progressively 

decreasing hair coverage of the scalp.28 Concomitant nail pitting, scalp itch, or focal hair 

loss beyond the scalp vertex may warrant dermatology referral.28

Hormone-induced MPHL presents similarly in transmasculine patients as in cisgender men. 

It often begins a few years after initiation of testosterone.17,29 A cross-sectional study of 50 

transmasculine patients showed mild to severe hair-loss in 62% of the participants on long-

term testosterone; only one transmasculine person acquired MPHL within the first year of 

therapy.17 MPHL may be a desirable masculine feature for some TM patients, but unwanted 

by others.30

Topical minoxidil and oral finasteride are first-line therapies for MPHL.29 Topical minoxidil 

(brand name Rogaine), a potent vasodilator, is available over-the-counter for men as a 5% 

solution or foam. It is safe for long-term use and improves hair survival, increases the 

duration of the anagen growth phase, revitalizes hair-keratin proteins, and decreases 

inflammatory signals on the scalp.31-33 In one study, 51% of patients noted benefit from 5% 

minoxidil compared to 26% with placebo and significantly higher hair count was noted in 

the minoxidil group.34 Side effects may include scalp irritation, dryness, itching, and 

redness. Patients with MPHL refractory to minoxidil should be referred to a dermatologist 

for more extensive treatment. Oral finasteride, an FDA-approved treatment for MPHL, is a 

competitive inhibitor of type II 5α-reductase enzyme on hair follicles to inhibit conversion 

of testosterone to DHT. It improves scalp coverage in cis-men, one meta-analysis suggested 

a 25% increase in hair counts.26,35,36 It does not interfere with serum testosterone level in 

transmasculine patients but effects on secondary sex characteristics are still unclear.30,37 

Some have suggested that finasteride should be delayed until all desired gender-affirming 

changes secondary to hormone therapy are complete (usually after two years of testosterone 

therapy).30 Finasteride was safe and effective in one study of 10 transmasculine patients.37 

Side effects of finasteride may include teratogenicity, sexual dysfunction, depression, breast 

enlargement, and the potential to mask elevations in PSA.25

Common Transfeminine Dermatologic Conditions

Hirsutism / Pseudofolliculitis barbae

Estrogen and antiandrogen treatments generally do not cause cessation of facial hair growth.
38 Facial hair is visually prominent and common male secondary sex characteristic that is 

associated with body image dissatisfaction in transfeminine persons.39 Facial hirsutism in 
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transfeminine persons can be disfiguring and contribute to gender dysphoria. Hair removal is 

considered medically necessary for transfeminine persons suffering from associated gender 

dysphoria40. Additionally, hair removal is important prior to genital gender-affirming 

surgeries. Hair follicles on surgically inverted skin flaps can lead to postoperative intra-

vaginal or intra-urethral hair growth and serve as a nidus for irritation and infection.30 Mild 

hirsutism can be treated with shaving, plucking, threading, waxing, or topical eflornithine 

(brand name Vaniqa), which is FDA-approved to treat hirsutism in women. More permanent 

treatment options for facial hair and for preoperative skin flap hair removal include 

electrolysis and laser hair removal (LHR).

The frequent shaving or trimming of facial hair in transfeminine patients with hirsutism can 

lead to pseudofolliculitis barbae (PFB), also known as razor bumps. PFB is a common 

condition of the bearded area, axilla, pubic region, and legs.41 It is a chronic inflammatory 

disorder that primarily affects individuals with curled hair. Prevalence rates reach 80% in 

African-American and Hispanic cisgender men and cisgender women with facial hirsutism 

or hypertrichosis.42,43 Curved hair can grow back into the skin after being shaved or 

trimmed, causing inflammation and a foreign body reaction.43 This presents as painful, itchy 

papules with erythema and hyperpigmentation. Post-inflammatory hyperpigmentation or 

keloid scarring may develop. Patients often find the disorder distressing and it may 

exacerbate gender dysphoria.43 Discontinuation of shaving is typically curative for PFB, but 

this is generally inappropriate for transfeminine persons. It can be alleviated with proper 

shaving techniques or use of topical depilatories. Pre-shave preparation with mild soap and 

warm water is recommended before applying shaving cream, followed by shaving in non-

overlapping and unidirectional strokes.43 More likely, medical therapy will be needed 

(Figure 3). Topical retinoids and low-potency topical corticosteroid may be used as first-line 

therapy.42 Combination BP and topical clindamycin may also reduce inflammation and 

lesion count.44 Eflornithine may be added to reduce hair growth.42 Destruction of hair 

follicles through LHR has become the gold standard for a permanent treatment option, 

although electrolysis can also be used.45 PFB can be difficult to treat and early referral to 

dermatology should be considered to prevent post inflammatory hyperpigmentation and 

scarring.29,46

Dermal Fillers and Facial/Body Contouring

Facial feminization and body contouring procedures are common for transfeminine persons. 

Neuromodulators such as botulinum toxin A injections and dermal fillers yield immediate 

and long-lasting contouring and feminizing effect. Transgender individuals often face 

barriers to care and are affected by the high-cost of these procedures, and are at risk to 

engage in unsafe practices such as receiving fillers from unlicensed personnel.47,48 

Injections of illicit “filler” material by non-licensed persons are often toxic with 

complications including foreign-body granulomas; bacterial, fungal or mycobacterial 

infections; bleeding; pain; scarring and keloid formation; ulceration and necrosis; gross 

disfiguration; silicone embolism; and death (Figure 4).47,48 Prevalence estimates of 

unlicensed silicone injections in the transfeminine population have ranged from 25-32%, this 

is of particular concern given the high complication rate of silicone injections.49,50 

Commonly used FDA-approved materials include collagen, hyaluronic acid, calcium 
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hydroxylapatite, poly-L-lactic acid, and polymethylmethacrylate.51 Physicians should refer 

patients to licensed physicians, such as board-certified dermatologists and plastic surgeons, 

for dermal fillers, and to treat dermal complications from illicit filler use.51

Keloids and Hypertrophic scars

Keloids and hypertrophic scars are fibrous proliferation initially caused by dermal injury.52 

Hypertrophic scars and keloids present as firm and elevated flesh-colored papules and 

nodules.53 Hypertrophic scars remain within the borders of the original scar, while keloids 

extend beyond the original scar. They are occasionally pruritic or painful. The appearance 

and physical discomfort can significantly impact a patient’s quality of life and can lead to 

depression and social withdrawal.54

Like all individuals undergoing surgery, transgender patients undergoing gender-affirming 

surgery are at risk for hypertrophic scar and keloid development, especially if they have a 

darker-skin type, a family or personal history of keloids, or undergo surgery at high-tension 

skin areas such as the chest.55 Keloid scarring can hinder a transgender patient’s ability to 

“pass” as their identified gender.30 Keloids and hypertrophic scars usually develop over a 

period of weeks or months. Surgical scar prevention and management should be discussed in 

at-risk patients. These patients should be carefully monitored even several months after 

surgery.

The first-line therapy for both treatment and prevention of keloid and hypertrophic scars is 

intralesional corticosteroid injections.53 Repeated triamcinolone injections yield moderate 

reduction of the scar with 50% reoccurrence rate a few years after injection.56 Surgical 

excision is an option for treatment-resistant keloids, but there is a high risk of reoccurrence 

without both post-operative and follow-up injections of intralesional corticosteroids.53 

Dermatology referral is warranted given the often refractory or recurrent nature of keloids.

Melasma

Melasma, also known as chloasma, is a skin pigmentary disorder that affects 8% to 40% of 

the population and is the one of the most frequent dermatologic complaint worldwide.57 

Melasma affects over 5 million Americans of all skin types and ethnic groups. Higher 

prevalence is observed in population in intertropical areas where there is greater exposure to 

UV, such as Washington, DC and Texas, and those of skin types III-V.58 Melasma can be 

disfiguring and impactful to the patient’s social life and emotional well-being.59

Melasma presents as symmetrical hyperpigmented brown to blueish-gray macules and 

patches on the sun-exposed skin, especially the face. Darker skin types, UV exposure, and 

hormones, particularly estrogen, are risk factors for melasma.60 There is no pain or other 

associated symptoms. Transfeminine patients undergoing estrogen hormone therapy are at 

risk of developing melasma. Melasma management includes prevention of further 

hyperpigmentation and lightening of affected skin. Strict use of sunscreen and 

photoprotection is required. Hydroquinone 2-4% cream is the first-line skin lightening agent 

and can be combined with topical retinoids or corticosteroids.60 Dermatology referral is 

warranted for treatment of refractory melasma with additional treatment options such as 

chemical peels and lasers.
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Miscellaneous Dermatologic Conditions

Other dermatological conditions described in transgender persons is lichen sclerosus. Lichen 

sclerosus presents as crinkled or thickened patches of skin with pruritus and tenderness at 

the anogenital area.61 LS has been reported in transfeminine patients and ought to be treated 

and monitored.62,63 Complications of lichen sclerosus may include scarring, pruritus, pain, 

obliteration of external genitalia, as well as squamous cell carcinoma.

HPV infection and HPV-related skin diseases has also occurred in the neovagina of 

transfeminine patients. These include condylomas, which can be treated with topical 

application of trichloroacetic acid, cryotherapy, or surgical excision. Low-risk dysplasia, 

high-risk dysplasia, and HPV-related squamous cell carcinoma have also all been reported.
64,65

The transgender population has increased prevalence of HIV rates and is subsequently at risk 

for HIV-associated dermatologic conditions.66 HIV patients with normal CD4 T-cell levels 

can develop psoriasis, folliculitis, condylomas, seborrheic dermatitis, and dry skin. Lower T-

cell levels can predispose patients to basal cell carcinoma, squamous cell carcinoma, Kaposi 

sarcoma, resistant herpes simplex, molluscum contagiousm, fungal infection, etc.67

Conclusion

Transgender persons face unique burdens of dermatologic conditions related to cutaneous 

effects of gender-affirming hormone therapy and procedures. Skin diseases in transgender 

patients often underdiagnosed and underrecognized despite potential for significant 

impairments quality of life and mental health from skin diseases. For transmasculine 

patients, common conditions include acne vulgaris and male pattern hair loss. For 

transfeminine patients, common conditions include hirsutism, pseudofolliculitis barbae, and 

melasma. Post-procedural keloids and complications of filler injections should be 

considered. Unique aspects of skin health in transgender persons should be considered in the 

context of multidisciplinary gender-affirming care. Greater recognition and implementation 

of dermatologic care will improve overall clinical outcomes of gender-affirming care in 

transgender patients.

References

1. Owen-Smith AA, Gerth J, Sineath RC, et al. Association Between Gender Confirmation Treatments 
and Perceived Gender Congruence, Body Image Satisfaction, and Mental Health in a Cohort of 
Transgender Individuals. J Sex Med 2018;15(4):591–600. [PubMed: 29463478] 

2. Gonzales G, Henning-Smith C. Barriers to Care Among Transgender and Gender Nonconforming 
Adults. The Milbank quarterly. 2017;95(4):726–748. [PubMed: 29226450] 

3. Hembree WC, Cohen-Kettenis PT, Gooren L, et al. Endocrine Treatment of Gender-Dysphoric/
Gender-Incongruent Persons: An Endocrine Society Clinical Practice Guideline. J Clin Endocrinol 
Metab 2017;102(11):3869–3903. [PubMed: 28945902] 

4. Guidelines for the Primary and Gender-Affirming Care of Transgender and Gender Nonbinary 
People: Guidelines for the Primary and Gender-Affirming Care of Transgender and Gender 
Nonbinary People.

5. Stevenson S, Thornton J. Effect of estrogens on skin aging and the potential role of SERMs. Clinical 
interventions in aging. 2007;2(3):283. [PubMed: 18044179] 

Yeung et al. Page 7

Endocrinol Metab Clin North Am. Author manuscript; available in PMC 2020 June 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



6. Zaenglein AL, Graber EM, Thiboutot DM. Chapter 80. Acne Vulgaris and Acneiform Eruptions In: 
Goldsmith LA, Katz SI, Gilchrest BA, Paller AS, Leffell DJ, Wolff K, eds. Fitzpatrick's 
Dermatology in General Medicine, 8e New York, NY: The McGraw-Hill Companies; 2012.

7. Zaenglein AL, Pathy AL, Schlosser BJ, et al. Guidelines of care for the management of acne 
vulgaris. J Am Acad Dermatol 2016;74(5):945–973 e933. [PubMed: 26897386] 

8. Elsaie ML. Hormonal treatment of acne vulgaris: an update. Clin Cosmet Investig Dermatol 
2016;9:241–248.

9. Trivedi MK, Shinkai K, Murase JE. A Review of hormone-based therapies to treat adult acne 
vulgaris in women. Int J Womens Dermatol 2017;3(1):44–52. [PubMed: 28492054] 

10. Ju Q, Tao T, Hu T, Karadag AS, Al-Khuzaei S, Chen W. Sex hormones and acne. Clin Dermatol 
2017;35(2):130–137. [PubMed: 28274349] 

11. Motosko C, Zakhem G, Pomeranz M, Hazen A. Acne: A Side Effect of Masculinizing Hormonal 
Therapy in Transgender Patients. British Journal of Dermatology. 2018.

12. Dalgard F, Gieler U, Holm JO, Bjertness E, Hauser S. Self-esteem and body satisfaction among 
late adolescents with acne: results from a population survey. J Am Acad Dermatol 2008;59(5):
746–751. [PubMed: 19119094] 

13. Revol O, Milliez N, Gerard D. Psychological impact of acne on 21st-century adolescents: decoding 
for better care. Br J Dermatol 2015;172 Suppl 1:52–58. [PubMed: 25702715] 

14. Halvorsen JA, Stern RS, Dalgard F, Thoresen M, Bjertness E, Lien L. Suicidal ideation, mental 
health problems, and social impairment are increased in adolescents with acne: a population-based 
study. J Invest Dermatol 2011;131(2):363–370. [PubMed: 20844551] 

15. Gao Y, Wei EK, Arron ST, Linos E, Margolis DJ, Mansh MD. Acne, sexual orientation, and mental 
health among young adults in the United States: A population-based, cross-sectional study. J Am 
Acad Dermatol 2017;77(5):971–973. [PubMed: 29029907] 

16. Giltay E, Gooren L. Effects of sex steroid deprivation/administration on hair growth and skin 
sebum production in transsexual males and females. The Journal of Clinical Endocrinology & 
Metabolism. 2000;85(8):2913–2921. [PubMed: 10946903] 

17. Wierckx K, Van de Peer F, Verhaeghe E, et al. Short- and Long-Term Clinical Skin Effects of 
Testosterone Treatment in Trans Men. The Journal of Sexual Medicine. 2014;11(1):222–229. 
[PubMed: 24344810] 

18. Turnon-Merino L, Urech-García-de-la-Vega M, Miguel-Gomez L, Harto-Castaño A, Jaen-Olasolo 
P. Severe acne in female-to-male transgender patients. JAMA Dermatology. 2015;151(11):1260–
1261. [PubMed: 25992965] 

19. Permpongkosol S, Khupulsup K, Leelaphiwat S, Pavavattananusorn S, Thongpradit S, Petchthong 
T. Effects of 8-Year Treatment of Long-Acting Testosterone Undecanoate on Metabolic 
Parameters, Urinary Symptoms, Bone Mineral Density, and Sexual Function in Men With Late-
Onset Hypogonadism. J Sex Med 2016;13(8):1199–1211. [PubMed: 27436076] 

20. Veale JF, Watson RJ, Peter T, Saewyc EM. Mental Health Disparities Among Canadian 
Transgender Youth. J Adolesc Health. 2017;60(1):44–49. [PubMed: 28007056] 

21. Torjesen I Managing acne female-to-male transgender persons. 2018 http://
www.dermatologvtimes.com/article/managing-acne-female-male-transgender-persons.

22. Thiboutot DM, Dreno B, Abanmi A, et al. Practical management of acne for clinicians: An 
international consensus from the Global Alliance to Improve Outcomes in Acne. J Am Acad 
Dermatol 2018;78(2S1):S1–S23 e21. [PubMed: 29127053] 

23. Leyden J, Stein-Gold L, Weiss J. Why Topical Retinoids Are Mainstay of Therapy for Acne. 
Dermatol Ther (Heidelb). 2017;7(3):293–304. [PubMed: 28585191] 

24. Yeung H, Chen SC, Katz KA, Stoff BK. Prescribing isotretinoin in the United States for 
transgender individuals: Ethical considerations. Journal of the American Academy of 
Dermatology. 2016;75(3):648–651. [PubMed: 27543225] 

25. Kelly Y, Blanco A, Tosti A. Androgenetic Alopecia: An Update of Treatment Options. Drugs. 
2016;76(14):1349–1364. [PubMed: 27554257] 

26. Tas B, Kulacaoglu F, Belli H, Altuntas M. The tendency towards the development of psychosexual 
disorders in androgenetic alopecia according to the different stages of hair loss: a cross-sectional 
study. An Bras Dermatol 2018;93(2):185–190. [PubMed: 29723381] 

Yeung et al. Page 8

Endocrinol Metab Clin North Am. Author manuscript; available in PMC 2020 June 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://www.dermatologvtimes.com/article/managing-acne-female-male-transgender-persons
http://www.dermatologvtimes.com/article/managing-acne-female-male-transgender-persons


27. Otberg N, Shapiro J. Chapter 88. Hair Growth Disorders In: Goldsmith LA, Katz SI, Gilchrest BA, 
Paller AS, Leffell DJ, Wolff K, eds. Fitzpatrick's Dermatology in General Medicine, 8e New York, 
NY: The McGraw-Hill Companies; 2012.

28. Bolognia JL, Schaffer JV, Duncan KO, Ko CJ. Alopecias Dermatology Essentials. Philadelphia, 
PA2014:515–523.

29. Gao Y, Maurer T, Mirmirani P. Understanding and Addressing Hair Disorders in Transgender 
Individuals. Am J Clin Dermatol 2018;19(4):517–527. [PubMed: 29352423] 

30. Ginsberg BA. Dermatologic care of the transgender patient. Int J Womens Dermatol 2017;3(1):65–
67. [PubMed: 28492057] 

31. Civatte JC, Laux B, Simpson NB, Vickers CFH. 2% Topical Minoxidil Solution in Male-Pattern 
Baldness: Preliminary European Results. Dermatology. 1987;175(suppl 2)(Suppl. 2):42–49.

32. Kanti V, Hillmann K, Kottner J, Stroux A, Canfield D, Blume-Peytavi U. Effect of minoxidil 
topical foam on frontotemporal and vertex androgenetic alopecia in men: a 104-week open-label 
clinical trial. J Eur Acad Dermatol Venereol 2016;30(7):1183–1189. [PubMed: 26387973] 

33. Mirmirani P, Consolo M, Oyetakin-White P, Baron E, Leahy P, Karnik P. Similar response patterns 
to topical minoxidil foam 5% in frontal and vertex scalp of men with androgenetic alopecia: a 
microarray analysis. Br J Dermatol 2015;172(6):1555–1561. [PubMed: 25204361] 

34. Olsen EA, Dunlap FE, Funicella T, et al. A randomized clinical trial of 5% topical minoxidil versus 
2% topical minoxidil and placebo in the treatment of androgenetic alopecia in men. J Am Acad 
Dermatol 2002;47(3):377–385. [PubMed: 12196747] 

35. Choudhry R, Hodgins MB, Van der Kwast TH, Brinkmann AO, Boersma WJA. Localization of 
androgen receptors in human skin by immunohistochemistry: implications for the hormonal 
regulation of hair growth, sebaceous glands and sweat glands. Journal of Endocrinology. 
1992;133(3):467–75. [PubMed: 1613448] 

36. Mella JM, Perret MC, Manzotti M, Catalano HN, Guyatt G. Efficacy and safety of finasteride 
therapy for androgenetic alopecia: a systematic review. Arch Dermatol 2010;146(10):1141–1150. 
[PubMed: 20956649] 

37. Moreno-Arrones OM, Becerra A, Vano-Galvan S. Therapeutic experience with oral finasteride for 
androgenetic alopecia in female-to-male transgender patients. Clin Exp Dermatol 2017;42(7):743–
748. [PubMed: 28691187] 

38. Hembree WC, Cohen-Kettenis P, Delemarre-van de Waal HA, et al. Endocrine treatment of 
transsexual persons: an Endocrine Society clinical practice guideline. J Clin Endocrinol Metab 
2009;94(9):3132–3154. [PubMed: 19509099] 

39. van de Grift TC, Cohen-Kettenis PT, Steensma TD, et al. Body Satisfaction and Physical 
Appearance in Gender Dysphoria. Arch Sex Behav 2016;45(3):575–585. [PubMed: 26474976] 

40. WPATH Recommended Benefits Policy Document: Created in Partnership with Starbucks. World 
Professional Association for Transgender Health;2018.

41. Bridgeman-Shah S The medical and surgical therapy of pseudofolliculitis barbae. Dermatologic 
Therapy. 2004;17(2):158–163. [PubMed: 15113283] 

42. Perry PK, Cook-Bolden FE, Rahman Z, Jones E, Taylor SC. Defining pseudofolliculitis barbae in 
2001: A review of the literature and current trends. Journal of the American Academy of 
Dermatology. 2002;46(2):S113–S119. [PubMed: 11807473] 

43. Agi C, Bosley RE. Pseudofolliculitis Barbae and Acne Keloidalis Nuchae In: Aguh C, Okoye GA, 
eds. Fundamentals of Ethnic Hair: The Dermatologist's Perspective. Cham: Springer International 
Publishing; 2017:123–133.

44. Cook-Bolden FE, Barba A, Halder R, Taylor S. Twice-daily applications of benzoyl peroxide 5%/
clindamycin 1% gel versus vehicle in the treatment of pseudofolliculitis barbae. Cutis. 2004;73(6 
Suppl):18–24.

45. Xia Y, Cho S, Howard RS, Maggio KL. Topical eflornithine hydrochloride improves the 
effectiveness of standard laser hair removal for treating pseudofolliculitis barbae: a randomized, 
double-blinded, placebo-controlled trial. J Am Acad Dermatol 2012;67(4):694–699. [PubMed: 
22226431] 

46. Guidelines for the Primary and Gender-Affirming Care of Transgender and Gender Nonbinary 
People: Free silicone and other filler use.

Yeung et al. Page 9

Endocrinol Metab Clin North Am. Author manuscript; available in PMC 2020 June 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



47. Wilson E, Rapues J, Jin H, Raymond HF. The use and correlates of illicit silicone or "fillers" in a 
population-based sample of transwomen, San Francisco, 2013. J Sex Med 2014;11(7):1717–1724. 
[PubMed: 24810672] 

48. Clark K, Fletcher JB, Holloway IW, Reback CJ. Structural Inequities and Social Networks Impact 
Hormone Use and Misuse Among Transgender Women in Los Angeles County. Arch Sex Behav 
2018;47(4):953–962. [PubMed: 29313190] 

49. Herbst JH, Jacobs ED, Finlayson TJ, et al. Estimating HIV prevalence and risk behaviors of 
transgender persons in the United States: a systematic review. AIDS Behav 2008;12(1):1–17. 
[PubMed: 17694429] 

50. Sevelius JM. Gender Affirmation: A Framework for Conceptualizing Risk Behavior among 
Transgender Women of Color. Sex Roles. 2013;68(11–12):675–689. [PubMed: 23729971] 

51. Health CfD, Radiological. Dermal Fillers (Soft Tissue Fillers) - Dermal Fillers Approved by the 
Center for Devices and Radiological Health.

52. Ogawa R. Keloid and Hypertrophic Scars Are the Result of Chronic Inflammation in the Reticular 
Dermis. International journal of molecular sciences. 2017;18(3).

53. Chike-Obi CJ, Cole PD, Brissett AE. Keloids: pathogenesis, clinical features, and management. 
Semin Plast Surg 2009;23(3):178–184. [PubMed: 20676312] 

54. Walliczek U, Engel S, Weiss C, et al. Clinical Outcome and Quality of Life After a Multimodal 
Therapy Approach to Ear Keloids. JAMA Facial Plast Surg. 2015;17(5):333–339. [PubMed: 
26270082] 

55. Hage JJ, van Kesteren PJ. Chest-wall contouring in female-to-male transsexuals: basic 
considerations and review of the literature. Plastic and reconstructive surgery. 1995;96(2):386–
391. [PubMed: 7624412] 

56. Trisliana Perdanasari A, Torresetti M, Grassetti L, et al. Intralesional injection treatment of 
hypertrophic scars and keloids: a systematic review regarding outcomes. Burns & trauma. 
2015;3:14. [PubMed: 27574660] 

57. Handel AC, Miot LDB, Miot HA. Melasma: a clinical and epidemiological review. Anais 
Brasileiros de Dermatologia. 2014;89(5):771–782. [PubMed: 25184917] 

58. Davis EC, Callender VD. Postinflammatory Hyperpigmentation. The Journal of clinical and 
aesthetic dermatology. 2010;3(7):20–31.

59. Balkrishnan R, McMichael AJ, Camacho FT, et al. Development and validation of a health-related 
quality of life instrument for women with melasma. British Journal of Dermatology. 2003;149(3):
572–577. [PubMed: 14510991] 

60. Halder RM, Nootheti PK. Ethnic skin disorders overview. J Am Acad Dermatol 2003;48(6 
Suppl):S143–148. [PubMed: 12789168] 

61. Tasker GL, Wojnarowska F. Lichen sclerosus. Clinical and Experimental Dermatology. 2003;28(2):
128–133. [PubMed: 12653695] 

62. McMurray SL, Overholser E, Patel T. A Transgender Woman With Anogenital Lichen Sclerosus. 
JAMA Dermatology. 2017;153(12):1334–1335. [PubMed: 28877300] 

63. Amend B, Seibold J, Toomey P, Stenzl A, Sievert KD. Surgical reconstruction for male-to-female 
sex reassignment. Eur Urol 2013;64(1):141–149. [PubMed: 23375962] 

64. van der Sluis WB, Buncamper ME, Bouman MB, et al. Symptomatic HPV-related neovaginal 
lesions in transgender women: case series and review of literature. Sex Transm Infect 2016.

65. Bollo J, Balla A, Rodriguez Luppi C, Martinez C, Quaresima S, Targarona EM. HPV-related 
squamous cell carcinoma in a neovagina after male-to-female gender confirmation surgery. Int J 
STD AIDS. 2018;29(3):306–308. [PubMed: 28853678] 

66. Radix A, Sevelius J, Deutsch MB. Transgender women, hormonal therapy and HIV treatment: a 
comprehensive review of the literature and recommendations for best practices. Journal of the 
International AIDS Society. 2016;19(3Suppl 2).

67. Radix A, Sevelius J, Deutsch MB. Transgender women, hormonal therapy and HIV treatment: a 
comprehensive review of the literature and recommendations for best practices. J Int AIDS Soc 
2016;19(3 Suppl 2):20810. [PubMed: 27431475] 

Yeung et al. Page 10

Endocrinol Metab Clin North Am. Author manuscript; available in PMC 2020 June 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



68. Acne Vulgaris: Establishing Effectiveness of Drugs Intended for Treatment- Guidance for Industry. 
fda.gov/downloads/drugs/guidances: Food and Drug Administration, Center for Drug Evaluation 
and Research;2018.

Yeung et al. Page 11

Endocrinol Metab Clin North Am. Author manuscript; available in PMC 2020 June 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://fda.gov/downloads/drugs/guidances


Key Points:

1. Skin conditions are often underdiagnosed and undertreated in transgender 

patients despite potential for significant impairments quality of life and 

mental health from skin diseases.

2. Hormone therapy affects the skin and changes the prevalence and severity of 

many dermatologic conditions, including acne, male-pattern hair loss, 

hirsutism and pseudofolliculitis barbae, and more.

3. Clinicians caring for transgender persons should recognize and address 

common dermatologic conditions relevant to gender-affirming treatments.
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Figure 1. 
Acne excoriee and pseudofolliculitis barbae in transmasculine patient on testosterone. (A) 

Demonstrates widespread erythema, comedones, and a large excoriated lesion on the R 

breast. (B) Demonstrates further comedones on the L leg, as well as excoriations. (C) and 

(D) Demonstrate comedones on the chest, and pseudofolliculitis barbae on the face.
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Figure 2: 
Initial treatment options for mild, moderate, and severe acne as adapted from the American 

Academy of Dermatology acne guidelines

Yeung et al. Page 14

Endocrinol Metab Clin North Am. Author manuscript; available in PMC 2020 June 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Figure 3: 
Summary of treatment options for pseudofolliculitis barbae
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Figure 4. 
(A) and (B) display a transfeminine patient with a painful silicon granuloma on the L 

buttocks.
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Table 1:

Dermatologic effect of hormones

Androgens

• ↑ sebaceous gland sebum production

• ↑ facial and body hair growth

• ↓ scalp hair

•   redistributed body fats

Estrogen

• ↓ sebaceous gland sebum production

• ↓ facial and body hair growth

• ↑ epidermal thickness

• ↑ melanocyte stimulation

•   changed sweat and odor patterns
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Table 2:

Investigator Global Assessment Scale for Acne

Grade Clinical Description

0 (Clear) No comedones (blackheads/whiteheads) or inflammatory papules/pustules

1 (Almost clear) Rare comedones with 1 to a few inflammatory papules/pustules

2 (Mild) Some comedones with no more than a few inflammatory papules/pustules; no
nodules

3 (Moderate) Many comedones with some inflammatory papules/pustules; up to 1 small
nodule

4 (Severe) Many comedones and inflammatory papules/pusules; more than 1 nodule

Data from Acne Vulgaris: Establishing Effectiveness of Drugs Intended for Treatment- Guidance for Industry. fda.gov/downloads/drugs/guidances: 
Food and Drug Administration, Center for Drug Evaluation and Research;2018.
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