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Abstract

Background: Tinea corporis, sometimes referred to as 'ringworm,' is a superficial illness caused by
dermatophytes that affects the skin.

Objective: To compare the efficacy of terbinafine versus Itraconazole in the treatment of tinea corporis.

Methods: This Randomized Control Trail was conducted at Department of Dermatology, DHQ Hospital,
Sheikhupura, during the duration of July 2023 till December 2023. Total 50 cases (25 in both groups) with
Tinea corporis were included. Then patients were randomly divided into two groups. In group A, patients
were given terbinafine. In group B, patients were given itraconazole. Then, the patients were followed-up for
2, 4, 6 and 8 weeks. On each visit, patients were examined for complete resolution of tinea, by using total
body surface area index and they were assessed for resolution of lesions. All the data was recorded in
proforma and then entered & analyzed through SPSS version 26.

Results: In the terbinafine group, the mean age of the patients was 35.16 * 8.76 years. In the itraconazole gro-
up, the mean age of the patients was 28.36  10.65 years. In the terbinafine group, there were 15 (60%) males
and 10 (40%) females. Whereas, in the itraconazole group, there were 8 (32%) males and 17 (68%) females.
Moreover, in the terbinafine group, the baseline BSI score was 6.44 + 3.19 and this score was reduced to 3.64 +
2.11 after 4 weeks of treatment. In this group the efficacy (complete cure within 4 weeks) was achieved in 6
(24%) cases. On the other hand, in the itraconazole group, the baseline BSI score was 7.20 + 2.99, which was
reduced to 1.75 + 0.50 after 4 weeks of treatment and the efficacy (complete cure within 4 weeks) was achi-
eved in 13(52%) cases in this group.

Conclusion: We found that itraconazole has better efficacy than terbinafine for tinea corporis. Thus, in
future, itraconazole can be a drug of choice for such cases.
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Introduction

inea corporis, sometimes referred to as ‘ring-

worm,’ is a superficial illness caused by der-
matophytes that affects the skin. It typically
occurs on regions of the body other than the han-
ds, feet, scalp, bearded areas, face, groin, and nai-
Is.! Tinea corporis is usually caused by dermato-
phytes from the genera Trichophyton, Microspo-
rum, and Epidermophyton.’3 Tinea corporis is
the prevailing form of dermatophytosis. Tinea
corporis is prevalent throughout, however it is
particularly prominent in tropical areas.* The pre-

dicted lifetime probability of getting tinea cor-
poris is 10-20%. Tinea corporis primarily affects
individuals in the post-pubertal stage of child-
hood and early adulthood.5¢ Topical antifungals
are the recommended therapy for tinea corporis,
and there is evidence supporting their effective-
ness compared to the use of a placebo.” Rando-
mized control studies provide evidence for the
effectiveness of systemic therapy with oral anti-
fungal medications.8® Terbinafine functions by
suppressing the activity of the enzyme squalene
epoxidase, which plays a crucial role in the pro-
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duction of ergosterol, a vital component of the
fungal cell wall. The development of resistance to
terbinafine is mostly caused by specific genetic
changes, known as point mutations, in the target
gene called squalene epoxidase.?

Tinea corporis is a common skin problem.
Several topical treatments had been proposed
before. Terbinafine is prescribed in routine. But
itraconazole is also reported to be highly efficient
in achieving cure from tinea corporis.!? Also well-
versed research is not conducted before in the
local population. Therefore, we conducted this
trial to find a more appropriate way to manage
tinea corporis with higher chances of success
within a short period of time. This would also
help to improve our practice and to attain evi-
dence for local practice.

Methods

This randomized controlled trial was conducted
at the Department of Dermatology, DHQ Hospi-
tal, Sheikhupura from July 2023 December 2023
after obtaining approval from the ethical commi-
ttee (No. 7433/HR/DHQ). Sample size of 50 cas-
es (25 in both groups) was calculated by keeping
5% significance level, 90% power of study and
percentage of efficacy i.e. 23.4% with terbinafine
and 76.6% with itraconazole.!! Patients were
enrolled who fulfilled the selection criteria below
by applying non-probability, consecutive samp-
ling technique.

Inclusion Criteria

Patients of either gender with age ranging from
15 to 60 years, either gender, diagnosed with Tin-
ea corporis were enrolled.

Exclusion Criteria

Pregnant females, patients with known allergy to
trial drugs, already received trial treatment, dia-
betics or other skin allergies or infection at tinea
site, were excluded from the study.

Informed consent and demographics includ-
ing age, gender, duration of symptoms, previous
history, occupation, history of receiving any ste-
roidal treatment were noted. Then patients were

randomly divided into two groups using a ran-
dom number table. In group A, patients were
given 250 mg oral terbinafine, once daily. In gro-
up B, patients were given 100 mg oral itracona-
zole, twice daily. Then patients were called on
follow-up on regular intervals of 2, 4, 6 and 8
weeks. On each visit, patients were examined for
resolution of tinea lesions by using the formula of
total body surface area index (BSI). Patients who
get cured within 4 weeks, were considered as effi-
cacy. All the data was recorded in proforma and
then entered & analyzed through SPSS version
26. Both groups were compared for mean BSI sco-
re by using independent samples t-test and for
efficacy by using chi-square test. P-value < 0.05
was kept as significant.
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Figure 1: Total Body Surface Area Index.

Results
In the terbinafine group, the mean age of the pati-
ents was 35.16 + 8.76 years. Whereas, in the itra-
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conazole group, the mean age of the pati-
ents was 28.36 + 10.65 years. In the terbi-

Table 1: Baseline characteristics of patients (n = 50).

Variable Terbinafine  Itraconazole

nafine group, there were 15 (60%) males " " o5
and 10 (40%) females. In the itraconazole
group, there were 8 (32% ) males and 17 Age (years) 35.16 = 8.76 28.36 +10.65
(68%) females. In terbinafine group, the Gender
mean duration of symptoms was 3.38 + Male 15 (60%) 8 (32%)
2.92 months. In itraconazole group, the Female 10 (40%) 17 (68%)
mean duration of symptoms was 9.44 + Duration of symptoms (in months) 3.38+£292 9.44 +8.42
8.42 months. In terbinafine group, there Occupation
were 4 (16%) students, 10 (40%) were Student 4 (16%) 1 (4%)
housewives, 8 (32%) were labor or wor- Housewife 10 (40%) 14 (56%)
ker, and 3 (12%) were rickshaw drivers. Laborer / worker 8 (32%) 1(4%)
In itraconazole group, 1 (4%) student, 14 Rickshaw driver 3 (12%) 1(4%)
(56%) were housewives, 1 (4%) was labor Employ 0 (0%) 3 (12%)
or worker, 1 (4%) was rickshaw drivers, 3 Unemployed 0 (0%) 2 (8%)
(12%) were employed, 2 (8%) were un- Business 0 (0%) 3 (12%)
employed and 3 (12%) were doing busi- Residence
ness. In terbinafine group, 11 (44%) came Rural 11 (44%) 9 (36%)
from rural areas while 14 (56%) urban Urban 14 (56%) 16 (64%)
areas. In itraconazole group, 9 (36%) came Socioeconomic status
from rural areas while 16 (64%) urban Low 19 (76%) 15 (60%)
areas. In terbinafine group, 19 (76%) belo- .

. . Middle 6 (24%) 10 (40%)
nged to low socioeconomic status and 6 : . .
(24%) belonged to middle class status. In High . 0 (0%) 0(0%)
itraconazole group, 15 (60%) belonged to Season of presentation
low socioeconomic status and 10 (40%) S 1) (01655 1 (257
belonged to middle class status. In terbi- Autumn 6 (24%) 9 (36%)
nafine group, 19 (76%) cases presented Previously treated 14 (56%) 23 (92%)
during summer season while 6 (24%) cas- Topical steroids used 11 (44%) 11 (44%)

es presented during autumn season. In
itraconazole group, 16 (64%) cases pre-
sented during summer season while 9 (36%) cases
presented during autumn season. In terbinafine
group, 14 (56%) cases already received previous
treatment for tinea. In itraconazole group, 23
(92%) cases already received previous treatment
for tinea. In terbinafine group, 11 (44%) cases had
history of using topical steroids. In itraconazole
group, 11 (44%) cases had history of using topical
steroids (Table 1).

In our study, we found that in the terbinafine
group, the baseline BSI score was 6.44 + 3.19, whi-
ch was reduced to 3.64 + 2.11 after 4 weeks. Mor-
eover, the efficacy (complete cure within 4 weeks)
was achieved in 6 (24%) cases in this group. Whe-
reas, In the itraconazole group, the baseline BSI

score was 7.20 + 2.99, which was reduced to 1.75
+ 0.50 after 4 weeks. The efficacy (complete cure
within 4 weeks) was achieved in 13(52%) cases in
this group. However, In the terbinafine group,
the BSI score after 6 weeks was 3.67 + 1.37 and
after 8 weeks was 1.20 + 0.45. In the itraconazole
group most patients cured within 4 weeks. At 6th
week, 100% of patients were completely cured.
The difference in both groups at 2nd week and
4th week was significant (p<0.05) (Table 2).

Discussion

Physicians must acquaint themselves with the
etiology and management of tinea corporis beca-
use of its prevalence and the potential for other
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circular skin lesions to imitate this
fungal illness.1213> Human infection
may occur by direct contact with
an infected person, an infected ani-
mal (especially domestic dogs or
cats), contaminated objects, or con-
taminated soil.1415 Infection may be
acquired by the transmission of
dermatophytes from another site of
infection, such as tinea capitis,
tinea pedis, or onychomycosis.1516
There has been an increase in the
occurrence of tinea corporis that
does not respond to terbinafine

Relapse
therapy in recent years.8101719 In-

Persistent

BSI score at baseline

BSI score after 2 weeks
Completely cured after 2 weeks
BSI score after 4 weeks
Completely cured after 4 weeks
BSI score after 6 weeks
Completely cured after 6 weeks
BSI score after 8 weeks

Completely cured after 8 weeks

Table 2: Comparison of outcome in both groups during follow-up

Group

Terbinafine Itraconazole

6.44 £3.19 7.20 £2.99 0.389
4.58 +2.82 2.64+1.78 0.018
6 (24%) 7 (28%) 0.073
3641211 1.75+0.50 0.107
6 (24%) 13 (52%) 0.041
3.67 £1.37 - NA

5 (20%) 4 (16%) >0.999
1.20+0.45 - NA

0 (%) 0 (0%) NA

4 (16%) 1 (4%) 0.1574
4 (16%) 0 (0%) 0.1179

sufficient dose, failure to follow
treat ment instructions, and misuse
of over-the-counter topical products that include
both antifungal agents and corticosteroids may
potentially play a role.8

In our study, the baseline BSI score was 6.44 +
3.19 in the terbinafine group, which was reduced
to 3.64 + 2.11 after 4 weeks while in the itracona-
zole group 1.75 + 0.50 after 4 weeks. The efficacy
(complete cure) was significantly better with itra-
conazole (52%) as compared to terbinafine (24%,
p<0.05). While more relapses were observed with
terbinafine (16%) than itraconazole (4%), how-
ever, statistically it was insignificant (p>0.05).

Singh et al,l! also conducted a randomized
trial and found that after 4 weeks, complete cure
was achieved in 4.3%, and 17% with terbinafine
250 mg and itraconazole 200, respectively (P <
0.001). After 8 weeks, a total cure rate of 23.4%
was seen with terbinafine 250 mg, whereas a cure
rate of 76.6% was reached with itraconazole 200
(P < 0.001). Therefore, itraconazole exhibited sig-
nificantly higher cure rates compared to terbina-
fine at both the 4-week and 8-week time points.
Majid et al,20 documented a 65% success rate with
a daily dosage of 250 mg of terbinafine for a dura-
tion of 2 weeks. Conversely, Singh and Shukla, 2
observed a reduced success rate of 30% following
a 4-week treatment period.202! Bhatia et al,22 doc-
umented a therapeutic success rate of 74% for ter-
binafine. Babu et al,2 conducted a retrospective

analysis where 80% of patients had a greater than
75% improvement when treated with a daily dose
of terbinafine 500 mg. There seems to be no fur-
ther advantage in using multidrug treatment or
increasing the dosage.

According to a 2014 Cochrane analysis, terbi-
nafine and naftifine are both effective therapies
with minimal minor side effects.2 Topical anti-
fungal medications including itraconazole, flu-
conazole, and terbinafine are often well-tolerated.
Side effects are few, with the exception of rare
cases of contact dermatitis. Systemic antifungal
medication is necessary in cases when the lesion
is widespread, deeply rooted (such as Majocchi
granuloma), recurring, long-lasting, or not res-
ponding to topical antifungal treatment. It is also
recommended for patients with weakened imm-
une systems or when there are several lesions in
different areas of the body.22526

Our research found that the rate of recurrence
was 16% in cases treated with terbinafine and 4%
in instances treated with itraconazole. However,
the difference in relapse rates between the two
treatments was not statistically significant
(p>0.05). In their study, Majid et al, discovered
that during the 12-week follow-up period, an
additional 22 patients had a recurrence of their
condition after using terbinafine. These patients
had previously achieved both clinical and myco-
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logical cure at the conclusion of their terbinafine
medication. Therefore, only 43% of patients were
able to attain a lasting clinical and mycological
recovery after a 4-week course of oral terbinafine
therapy. The majority of relapses (72.7%) occu-
rred more than 8 weeks following the conclusion
of therapy.20

The common side effects of terbinafine listed
in different studies are nausea, vomiting, diar-
rhea, abdominal pain, myalgia and arthralgia, liv-
er injury, drug reaction including urticaria and
Steven Jhonson Syndrome. Among Itraconazole;
dry mouth, loss of appetite, mood change, muscle
cramps, headaches, heartburn, stomach pain, blo-
ating, depression and skin reactions are the com-
mon side effects. In our study, we found that ter-
binafine was well tolerated by patients. However,
among the Itraconazole group, the commonest
side effects were gastrointestinal symptoms, sto-
mach pain and bloating. However, these symp-
toms were relieved, when they were advised to
take medication in between their meals. Cost of
therapy is more with itraconazole but because
terbinafine has a higher failure rate and duration
of treatment is longer with terbinafine so we can
conclude that the cost difference between these
two drugs is reduced.

Conclusion

Our findings consist of the fact that itraconazole
has better efficacy than terbinafine for tinea cor-
poris. Thus, in future, itraconazole can be a drug
of choice for such cases and can be recommended
to use as first line treatment, instead of going for
less effective treatments. However, further trials
should be done to confirm the evidence.
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