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1. INTRODUCTION 
 

Fungi are ubiquitous and capable of colonizing almost 

any environment. Although they were once belived to be 

descended from plants, it was recognized over 20 years 

ago that they represent a distinct kingdom, and that 

certain features of their biochemistry, such as the 

pathway of lysine synthesis, are quite different from 

those found in bacteria and plants.
[2]

 Some 

dermatophytes  are restricted geographically, while 

others are found worldwide. Trichophyton rubrum, for 

example, is the most common dermatophyte  and has 

a global distribution, while T. concentricum is 

endemic to certain parts of the South Pacific and 

South America.
[1-7]

 Human travel and migration, coupled 

with advances in antifungal therapy, have brought about 

significant changes in the geographic distribution of 

dermatophytes. Although dermatophyte infections do 

occur worldwide, they are more common in tropical 

environments. Other important epidemiologic factors 

include socioeconomic status, occupation, air 

conditioning, and the use of footwear.
[1-10]

 More than 20 

types of fungi that cause tinea were isolated, the most 

common of which are (Trichophyton rubrum, 

Epidermophyton floccosum, Trichophyton tonsurans and 

Microsporum canis).
[1] 

Tinea may be strongly suspected 

based on clinical examination however a koh test which 

will show fungal hyphae is recommended in order to 

confirm the diagnosis due to clinical resemblance to 

other lesions. The treatment is topical or systemic, and 

there are several types of antifungals (azole compounds, 

allylamine compounds (terbinafine), amphotericin B, and 

griseofulvin). Despite the variety of treatments, an 

increase in failure and chronicity rates has been observed 

in the recent period. 

 

2. MATERIALS AND METHODS 
 

Recently, it was observed that superficial fungal 

infections spread with widespread resistance to various 

Original Article                                                                                                          www.wjahr.com 
 
 

ISSN: 2457-0400 
Volume: 7. 

Issue: 5 

Page N. 143-151 

Year: 2023 

WORLD JOURNAL OF ADVANCE 

HEALTHCARE RESEARCH 

SJIF Impact Factor: 5.464 

*Corresponding Author: Dr. Sana Jum 

M.D, Department of Dermatology and Venereology, Faculty of Medicine Tishreen University hospital, Lattakia, Syria.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

ABSTRACT 
 

Background: Recently, it was noted that the spread of superficial fungal infections with widespread 

resistance to various antifungal drugs used in the traditional dose, with an increase in relapse rates, which 

caused a real medical problem due to the skin manifestations and clinical symptoms (itching) disturbing to 

the patient. Objectives: This study was designed to evaluate and compare the efficacy of oral terbinafine 

versus itraconazole in the treatment of Tinea Corporis and Tinea Cruris. Materials and Methods: This 

was a prospective, randomized comparative study. It was conducted at Tishreen University Hospital, 

Lattakia, during the period between 2022-2023. The study included 90 patients. After confirming the 

diagnosis, the patients were randomly divided into two groups. The first group: 45 patients treated with 

terbinafine orally at a dose of 500 mg daily for 4 weeks. The second group: 45 patients who were treated 

with itraconazole orally at a dose of 200 mg daily for 4 weeks. Results: There were statistically significant 

differences between the two research groups regarding the evaluation of recovery between the two research 

groups, where we find that the cases of complete recovery amounted to 86.7% in the oral itraconazole 

treatment group compared to 72.7% in the terbinafine group. Conclusion: Itraconazole is better than 

terbinafine in the treatment of Tinea Corporis and Tinea Cruris and can be considered as the first line. The 

safety of both drugs, even after using higher concentrations and a longer treatment period. 
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antifungal drugs used in the traditional dose, with an 

increase in relapse rates, which caused a real medical 

problem due to skin manifestations and clinical 

symptoms (itching) disturbing to the patient. Hence the 

idea of our study came in order to find the most effective 

and safest drug among antifungal drugs by evaluating 

differences in the results of drug treatment and reaching 

the appropriate dose and schedule for the duration of 

treatment in order to achieve the best results. 

 

2.1- Main objective: To evaluate and compare the 

effectiveness of oral terbinafine versus itraconazole in the 

treatment of Tinea Corporis and Tinea Cruris. 

 

2.2- Secondary objectives 

Evaluation of effectiveness according to the following 

variables. 

1- Age (in years) 

2- Sex 

3- Area 

4- Duration of injury (in months) 

5- Undergoing or without prior treatment 

6- Associated with diabetes or other diseases 

 

2.3- Study population and methods 

Study Design: After approval by local research ethics 

committee, a prospective, randomized, comparative 

study was conducted in Department of Dermatology and 

Venereology at Tishreen University Hospital between in 

Lattakia, Syria between 2022-2023. 

 

2.4- Inclusion Criteria. 

Patients with Tinea Corporis and\or Tinea Cruris that 

have not been treated for weeks and achieve all of the 

following criteria. 

1- Clinically diagnosed tinea 

2- Diagnosed by direct microscopic examination with 

potassium hydroxide (KOH) 3- Age is over 18 years. 

 

2.5- Exclusion Criteria 
1- Pregnant 

2- Lactating 

3- Patients who have (kidney disease - liver disease - 

heart failure  

4- Patients with a history of allergy to drugs 

5- Patients taking systemic immunosuppressive drugs 

The final research sample consisted of 45 patients who 

underwent treatment with terbinafine and 45 patients who 

underwent treatment with itraconazole. 

The data in this study were collected prospectively, and 

all research participants were fully aware of the 

procedure, and their written informed consent or their 

families' consent to participate in the research was 

obtained after receiving sufficient information. This 

study did not face serious ethical challenges. Upon 

admission, research participants underwent a clinical and 

laboratory evaluation and then initiation of treatment 

 

2.6- Clinical evaluation 
It involved taking a detailed clinical history and 

documenting the following information: 

1- gender 

2- age 

3- Duration of injury 

4- The injury is located 

5-  Comorbidities 

6- Previous treatment 
 

Clinical, microscopic and laboratory examination 

Before starting treatment 

We photographed the lesions (all images were taken with 

the same camera and the same lighting and magnification 

conditions were observed) 

Direct microscopy was performed 

Laboratory analyzes were performed, including 

Blood count and formula, liver enzymes ALT, AST, 

kidney function, creatinine, urea, blood sugar. 

After confirming the diagnosis, the patients were 

randomly divided into two groups. 

The first group: were treated with terbinafine orally at a 

dose of 500 mg daily for 4 weeks. 

The second group: was treated with itraconazole orally at 

a dose of 200 mg daily for 4 weeks. 

Patients were followed up and evaluated at the first visit, 

after two weeks, and at the end of treatment (the fourth 

week), the evaluation was in terms of erythema, itching, 

and scaling. 

0- absent, 1- mild, 2- moderate, 3- severe. 

Evaluation was based on the global clinical evaluation 

criteria, and response was accordingly noted as (A – 

complete improvement, B - marked improvement, C - 

lesions remaining (>50%), D - no change, or E – 

worsened) 

A koh scan was performed at the time of patient 

enrolment and at the end of 4 weeks 

Liver function analyzes were performed at the beginning 

of treatment and after 4 weeks of treatment 

Patients were considered cured when there was an 

absence of scale , erythema, and pruritus, with KOH 

negative 

Side effects of both treatments were evaluated. 
 

3. RESULTS 
 

3.1- Comparison of Basic Demographic Statistics 

The vast majority of patients in the studied research 

sample 44.4% were within the age group 18-28 years and 

20% were within the age group 38-48 years (table-1 Fig- 

1,). In the (itraconazole) group the mean age was 33.95 ± 

16.1 years, while in the (terbinafine) group the mean age 

was 34.91 ± 14.9 years.( table -3) 

 

Table 1: distribution of the research sample by age 

group. 
 

Age Number Precentage 

18-28 40 44.4% 

28-38 12 13.3% 

38-48 18 20% 

48-58 10 11.1% 

58-68 10 11.1% 

Total 90 100% 
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Fig 1: distribution of the research sample by age group. 

 

We noticed that 68.9% of the subjects were males with 

Sex Ratio (M:F) = 2.2:1,( table -2, Fig-2) as the vast 

majority of cases in both groups were males, 60% in the 

(itraconazole) group and 77.8% in the (terbinafine) 

group, respectively. The proportion of females is 40% in 

the (itraconazole) group and 22.2% in the (terbinafine) 

group. There was no statistically significant difference 

between the two groups with respect to gender(table-3). 

 

Table 2: distribution of the research sample by 

gender. 
 

gender number Precentage 

male 62 68.9% 

female 28 31.1% 

total 90 100% 

 

 
Fig 2: Distribution Of The Research Sample By Gender. 

 

Table 3: Comparison Of Basic Demographic Statistics. 
 

Demographic 

Statistics 

Research group P- 

value itraconazole terbinafine 

gender male female 
27(60%) 

18(40%) 

35(77.8%) 

10(22.2%) 
0.06 

Age(year) 33.95±16.1 34.91±14.9 0.7 

 

3.1- Comparison of lesion position and Duration of 

Disease between Two Groups. 

We noticed that 38.9% of the studied research sample 

had tinea cruris, followed by 34.4% of multiple (cruris 

and corporis) and 26.7% tinea corporis (table -4, Fig-3). 

And that 88.9% of the studied research sample had a 

duration of infection less than six months, and the 

duration of infection ranged with an average of 2.1 ± 

1.99 months table-5. 

 

 

 



Jum et al.                                                                                             World Journal of Advance Healthcare Research  
 

www.wjahr.com      │      Volume 7, Issue 5. 2023       │     ISO 9001:2015 Certified Journal     │                           146 

Table 4: Comparison of Lesion Position. 
 

lesion position number Precentage 

tinea corporis 24 26.7% 

tinea cruris 35 38.9% 

multiple  

(cruris and corporis) 
31 34.4% 

Total 90 100% 

 

 
Fig 3: Comparison of lesion position. 

 

Table 5: Comparison of Duration of Disease between Two Groups. 
 

Duration of 

Disease(month) 
number Precentage 

<6 80 88.9% 

≥6 10 11.1% 

total 90 100% 

 

3.3- Comparison of Previous Treatment and 

Comorbidities History between the Two Groups 

We noticed that 15.6% of the research sample studied 

were previously treated with steroids, 10% antifungal 

creams, 6.7% unknown treatments(table -6), and that 

7.8% of the research sample studied had diabetes and 

5.6% had hypertension (table -7). We did not notice any 

statistically significant differences between the research 

groups with regard to age, gender, disease duration, 

medical history, and comorbidities. 

 

Table 6: Comparison of Previous Treatment. 
 

Previous Treatment number Precentage 

steroids 14 15.6% 

antifungal creams 9 10% 

unknown treatments 6 6.7% 

 

Table 7: Comparison of Comorbidities History between the Two Groups. 
 

Comorbidities History number Precentage 

diabetes 7 7.8% 

hypertension 5 5.6% 

 

3.4- clinical parameters and clinical evalution 

We noticed that there were statistically significant 

differences with regard to the mean values of erythema 

in both research groups, where the percentage of 

decrease at the end of the fourth week was 93.95% in the 

itraconazole group compared to 86.69% in the 

terbinafine group( table -8, Fig-4), we found statistically 

significant differences with regard to the mean values of 
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pruritus in both research groups, where the percentage of 

decline reached 95.71% compared to 93.51%( table -9, 

Fig- 5), respectively , and we also found statistically 

significant differences with regard to the mean values of 

scales in both research groups, where the percentage of 

decline reached 95.42% compared to 92.99%, 

respectively( table -10, Fig-6). 

 

Table 8: Change in erythema in both research groups. 
 

time 
Research group 

itraconazole terbinafine 

First visit 2.48±0.6 2.48±0.6 

After 2 weeks 1.55±0.5 1.40±0.5 

After 4 weeks 0.15±0.4 0.33±0.5 

P-value 0.0001 0.0001 

 

 
Fig 4: change in erythema in both research groups. 

 

Table 9: change in pruritus in both research groups. 
 

time 
Research group 

itraconazole terbinafine 

First visit 2.57±0.6 2.62±0.5 

After 2 weeks 1.46±0.5 1.40±0.6 

After 4 weeks 0.11±0.3 0.17±0.4 

P-value 0.0001 0.0001 

 

 
Fig 5: change in pruritus in both research groups 
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Table -10: change in scales in both research groups. 
 

time 
Research group 

itraconazole terbinafine 

First visit 1.75±0.7 1.57±0.7 

After 2 weeks 0.62±0.5 0.51±0.5 

After 4 weeks 0.08±0.2 0.11±0.3 

P-value 0.0001 0.0001 

 

 
Fig 6: change in scales in both research groups, 

 

In the end, there were statistically significant differences 

between the two research groups With regard to the 

evaluation of recovery between the two research groups, 

where we find that the cases of complete recovery (A) 

amounted to 86.7% in the oral itraconazole treatment 

group, compared to 72.7% in the terbinafine group, 

while the percentage of cases of significant improvement 

(B) was 8.9% and 15.6%, respectively, and The 

percentage of cases with an improvement of less than 

50% (C) was 4.4% and 9.5%, respectively, and we did 

not notice in the itraconazole treatment group that there 

were no cases of no changes in treatment (D), and one 

case was seen in the terbinafine group 2,2 %. We did not 

notice any statistically significant differences between 

the research groups with regard to the occurrence of 

recovery, age, gender, disease duration, lesions, 

therapeutic antecedents and comorbidities (table -11,fig-

7). 

 

Table 11: evaluation of recovery between the two research groups. 
 

Healed 

evalution 

Research group 
P-value 

itraconazole terbinafine 

A 39(86.7%) 32(72.7%) 
 

0.04 
B 4(8.9%) 7(15.6%) 

C 2(4.4%) 5(9.5%) 

D 0(0%) 1(2.2%)  
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Fig-7 evaluation of recovery between the two research groups. 

 

3.5-Side effects 

In the itraconazole group, 2,3% developed digestive 

symptoms and 13,6% developed hyperpigmentation, and 

in the terbinafine group, 2,3% developed headaches, 

6,5% developed digestive symptoms, and 15,2% 

developed hyperpigmentation. This was not clinically 

significant, and there was no discontinuation of treatment 

due to side effects. There was no statistically significant 

difference in side effects between the two groups(table-

12) 

 

Table 12: side effects between the two groups. 
 

side effects 
Research group P-

value itraconazole terbinafine 

hyperpigmentation 6(13.6%) 7(15.2%) 

0.5 headaches 0(0%) 1(2.3%) 

digestive symptoms 1(2.3%) 3(6.5%) 

 

 
Fig 8: Terbinafine(before and after). 
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Fig  9: Itraconazole (before and after). 

 

4- DISCUSSION 
 

Comparison with global studies 

Our study agreed with the study conducted by Anuradha 

Bhatia and et al in India in 2019, where 320 patients in 

two groups, the first group were treated with terbinafine 

at a dose of 500 mg for 4 weeks, and the second group 

was treated with itraconazole at a dose of 200 mg for 4 

weeks, and the cure rate was 74.3% and 91.8%. 

respectively, but it differed in the number of patients 

whose lesion changed for the worse, as the percentage 

was 12.2% and 4.1%, respectively, while this did not 

happen in our study, perhaps due to the small size of the 

sample(3). 

 

As for the study of S. Brigida and his colleague in India 

in 2021, the sample consisted of 100 patients distributed 

into two groups. The first group was treated with 

terbinafine at a dose of 500 mg for two weeks, and the 

second group was treated with itraconazole at a dose of 

200 mg for two weeks. The cure rate was 70% and 88%, 

respectively, and an increase in liver enzymes occurred 

in 6%. And 2%, respectively, while this did not happen 

in our study except for one patient who received 

terbinafine treatment.
[25]

 

 

As for the study by Ravindra Babu and others that they 

conducted in India in 2017, they evaluated the 

effectiveness of terbinafine only at a dose of 500 mg, 

where 440 patients were divided into three groups. They 

were treated: a group of 194 patients for two weeks, a 

group of 211 patients for a period of 4 weeks, and a 

group of 35 patients for a period of 6 weeks and two 

weeks, and the cure rate was 87% and 92%. And 80%, 

respectively, and 57 patients experienced side effects.
[26]

 

 

As for the study of Priyanka Sharma and et al in India in 

2020, 60 patients were divided into three groups who 

received treatment for a period of 3 weeks. The first 

group was treated with terbinafine at a dose of 250 mg, 

and the second group was treated with itraconazole at a 

dose of 200 mg and the third group received the two 

treatments together, and the cure rate was 35%, 50%, and 

90% respectively.
[27]

 

 

The last study, also in India, conducted by Monica 

George and her colleagues in 2019, differs from our 

study, where 60 patients were divided into two groups. 

The first group was treated with terbinafine at a dose of 

250 mg for a period of 4 weeks, and the second group 

was treated with itraconazole at a dose of 100 mg for a 

period of two weeks. A topical treatment of 2% 

Sertaconazole was used in both groups, and the result was 

that Both treatments are effective without statistically 

significant differences.
[28]

 

 

5- CONCLUSIONS 
 

Through this study, we reached the following 

conclusions: 

* Itraconazole is better than terbinafine in the treatment 

of tinea cruris and tinea cruris and may be considered as 

the first line 

* The safety of both drugs, even after using higher 

concentrations and a longer treatment period. 

 

6- Recommendations 

*Start using the two medicines within a period of up to a 
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month 

*Use topical antifungals in addition to systemic ones to 

get better results 

*Carrying out studies in a larger number of patients and 

comparing both drugs with other available systemic 

drugs. 

 

7- REFERENCES 
 

1. Bolognia fourth edition 2018, chapter 77&127, page 

1329-1362, 2215-2241. 

2. Rooks- textbook of dermatology ninth edition, 2016; 

chapter 32, page 924-1018. 

3. Anuradha Bhatia, Bimal Kanish, Dinesh Kumar 

Badyal, Prajakta Kate, and Swati Choudhary. 

Efficacy of oral terbinafine versus itraconazole in 

treatment of dermatophytic infection of skin – A 

prospective, randomized comparative study, 2019; 

51(2): 116. 

4. Clinical mycology second edition 2009, chapter 16, 

dermatophytes and dermatophytoses(page 375-384) 

5. Tyler T.Boynton, Elie M.Ferneini. Head, neck and 

orafacial infection, 2016; chapter 9, page 164-173. 

6. Braun Falco, Wolf, Plewing dermatology, 1995. 

7. Fitzpatrick's dermatology in general medicine nineth 

edition, 2018; chapter 160:  page 2925-2951. 

8. Marie-Pierre Hayette, Rosalie Sacheli. 

Dermatophytosis, Trends in Epidemiology and 

Diagnostic Approach. Springer Science+ Business 

Media New York, 2015. DOI 10.1007/s12281-015-

0231-4. 

9. Joon Ho Son, Jee Yun Doh,et al..Risk factors of 

dermatophytosis among Korean adults, 2022; 12: 

13444 | https://doi.org/10.1038/s41598-022-17744-

5 

10. Jartarkar, S.R.; Patil, A.; Goldust, Y.; Cockerell, 

C.J.; Schwartz, R.A.; Grabbe, S.; Goldust, M. 

Pathogenesis, Immunology and Management of 

Dermatophytosis. J. Fungi, 2022; 8:39. 

https://doi.org/ 10.3390/jof8010039. 

11. Akash H. Verma and Sarah L. Gaffen.Dermatophyte 

Immune Memory Is Only Skin- Deep.Journal of 

Investigative Dermatology, 2019; 139: 517e519. 

doi:10.1016/j.jid.2018.10.022. 

12. Yee G, Al Aboud AM. Tinea Corporis. [Updated 

2022 Aug 8]. In: StatPearls [Internet]. 

13. Leung AKC, Lam JM, Leong KF, Hon KL. Drugs in 

Context.Tinea corporis: an updated review, 2020; 9: 

2020-5-6. DOI: 10.7573/dic.2020-5-6. 

14. Pippin MM, Madden ML, Das M. Tinea Cruris. 

[Updated 2022 Jun 5]. In: StatPearls [Internet]. 

15. R. J. Hay.Tinea Capitis: Current 

Status.Mycopathologia, 2017; 182: 87–93 DOI 

10.1007/s11046-016-0058-8. 

16. Denise M. Aaron, Dermatophytid reaction Last 

review/revision Sep 2021. 

17. J. del Boza, L.Padilla-Españaa.Sample Taking and 

Direct Examination in Dermatomycoses. DOI: 

10.1016/j.adengl.2015.11.008 

18. Đorđi Gocev, Katerina Damevska. The role of 

histopathology in the diagnosis of dermatophytoses. 

Serbian Journal of Dermatology and Venereology, 

2010; 2(2): 45-53 DOI: 10.2478/v10249-011-0021-

0. 

19. Kabtani, J.; Diongue, K.;et al... Real-Time PCR 

Assay for the Detection of Dermatophytes: 

Comparison between an In-House Method and a 

Commercial Kit for the Diagnosis of 

Dermatophytoses in Patients from Dakar, Senegal. J. 

Fungi, 2021; 7: 949. https://doi.org/ 

10.3390/jof7110949. 

20. Sarah E. Kidd A and Gerhard F. Weldhagen. 

Diagnosis of dermatophytes: from microscopy to 

direct PCR.2022 https://doi.org/10.1071/MA22005. 

21. Jeniel E. Nett, MD, PhDa,b, David R. Andes, 

MDa,b,* Antifungal Agents Spectrum of Activity, 

Pharmacology, and Clinical Indications. 

http://dx.doi.org/10.1016/j.idc.2015.10.012. 

22. Lippincott pharmacology seventh edition, 2018; 

chapter 33. 

23. Maxfield L, Preuss CV, Bermudez R. Terbinafine. 

[Updated 2022 Oct 12]. In: StatPearls [Internet]. 

24. Kurn H, Wadhwa R. Itraconazole. [Updated 2022 

Apr 25]. In: StatPearls [Internet]. 

25. S. Brigida and Arul Amutha Elizabeth* A 

Comparative Study of Efficacy of Oral Terbinafine 

and Oralitraconazole in Tinea Corporis / Tinea 

Cruris Infection, 2021; 33(20A):  94-105. 

26. P Ravindra Babu, AJS Pravin, Gaurav Deshmukh, 

Dhirai Dhooj, Aniket Samant. Efficacy and safety of 

terbinafine 500 mg once daily in patients with 

dermatophytosis, 2017;  62(4): 395. 

27. Priyanka Sharmaa, Mala Bhallaa, Gurvinder P. 

Thamia and Jagdish Chanderb. Evaluation of 

efficacy and safety of oral terbinafine and 

itraconazole combination therapy in the management 

of dermatophytosis, 2020; 31(7): 749-753. 

28. Monica George, Raju G. Chaudhary*, Devang Rana, 

Dixit Kasundra, Abhishek R. Chaudhary, Supriya D. 

Malhotra, Comparative evaluation of efficacy of 

terbinafine and itraconazole in treatment of tinea 

cruris, 2019 Jul; 8(7): 1460-146. 

29. Mohammad Taher Ismail, Abeer Al-Kafri, 

Epidemiological survey of dermatophytosis in 

Damascus, Syria, from, 2008 to 2016; 2(3): 32, 

2016. 

http://dx.doi.org/10.1016/j.idc.2015.10.012

